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ABSTRACT
Simpson, Mark A., M.A., 1994 Clinical Psychology
Sociocultural, Psychological, and Behavioral Predictors of
AIDS-Risk Behavior in a College S a ^ l e . (122 pp.)
Director: John R. Bradley, Ph.D.
This study examines psychological and social predictors 
of AIDS-risk behavior in college students. It incorporates 
both specific variables associated with high risk behavior, 
as hypothesized by the AIDS Risk Reduction Model (ARRM), as 
well as global indicators of high risk behavior including 
reported prevalence of problem behavior (illicit drug use, 
dangerous driving, and various antisocial behaviors) and 
value-access disjunction (perceived life chances). It was 
hypothesized that: AIDS-related risk behavior would be 
positively correlated with (l) a composite measure of AIDS- 
related attitudes incorporated into ARRM, (2) a measure of 
general problem behavior, and (3) value-access disjunction. 
(4) Furthermore, the combination of these three measures 
would provide a more complete understanding of the variance 
associated with AIDS-risk behavior as indicated by an 
additive contribution from each variable in a stepwise 
multiple regression analysis. A total of 272 university 
students anonymously completed the questionnaire in exchange 
for experimental credit in an introductory psychology 
course. The study found that while the AIDS-related 
attitude measure was not associated with risk behavior in 
analyses on the initial 158 subjects, factor analysis 
elucidated components that were positively correlated with 
AIDS-risk behavior in replication and cross-validation 
procedures. Problem behavior was also positively correlated 
with AIDS-risk behavior. Value-access disjunction was not 
correlated with AIDS-risk behavior. Finally, the stepwise 
multiple regression analysis found that the combination of 
AIDS-related attitudes and problem behavior accounted for a 
significant proportion of the variance associated with AIDS- 
risk behavior. These results were replicated and cross­
validated with a second sample of 82 subjects. This study 
highlights the importance of diversifying the curricula of 
AIDS prevention programs to address the motivational aspects 
of high risk sexual behavior and include behavioral skills 
training, in addition to HIV transmission and prevention 
information. These results further establish the link 
between high risk sexual behavior and a variety of other 
risk-taking behaviors. It suggests that prevention programs 
related to other risk behaviors may be an effective means 
for addressing sexual risk-taking which complement the 
efforts of AIDS prevention programs.
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Introduction
Since the outbreak of the Acquired Immunodeficiency 
Syndrome (AIDS) epidemic and the discovery of the Human 
Immunodeficiency Virus (HIV), the focus on modes of 
transmission of HIV and dissemination of information 
regarding behavior that places individuals at-risk for HIV 
infection (risky behaviors) have become essential elements 
in education and prevention programs. Researchers and 
educators have stressed identifying and modifying risky 
behavior, not only in high risk groups, but in all at-risk 
individuals. Healthy People 2000: National Health Promotion 
and Disease Prevention (1990) identified adolescents and 
young adults (ages 15-24) as a priority population for 
education and prevention of HIV infection, as well as other 
sexually transmitted diseases. Major objectives cited for 
this population include reducing the frequency of 
unprotected sexual intercourse, increasing abstinence 
behavior (choosing not to have sex) in individuals who have 
been previously sexually active, and increasing the use of 
condoms and other safer practices among adolescents and 
young adults who are sexually active. Unfortunately, of all 
at-risk populations, adolescents and young adults represent 
a group whose AIDS-risk behavior has remained relatively 
steady since the beginnings of the AIDS crisis.
Furthermore, a review of the literature reveals equivocal
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
findings with respect to personality and behavioral 
variables associated with high risk sexual practices.
It is suggested that the propensity to engage in 
problem behavior and expectation for needs satisfaction 
represent important factors that may mediate the effect of 
personality and behavioral variables commonly associated 
with high risk sexual behavior. A model of AIDS-risk 
behavior in conjunction with these concepts may provide a 
more complete understanding of college students' sexual 
behavior and help explain troubling inconsistencies in the 
research data. After an examination of current literature 
regarding the response of adolescents and young adults to 
the AIDS threat, the proposed study attempts to identify 
meaningful relationships between motivational aspects of 
AIDS-risk taking, including sociocultural and personality 
factors, and self-reported risk behavior. College students' 
AIDS-prevention knowledge, AIDS-related attitudes, and AIDS- 
risk behaviors will be assessed, as well as potential 
influences from education materials and peers. Finally, 
data concerning target variables that could potentially be 
manipulated and usefully employed in AIDS prevention 
programs will be explored.
AIDS-Prevention Programs
The emergence of HIV and AIDS has mobilized the forces 
of public health organizations, educators, civic leaders, 
and the leaders of groups most effected by the disease. To
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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a large extent, their efforts have focused on providing 
accurate information and encouraging appropriate 
preventative behavior. To date, significant although not 
necessarily consistent findings have documented behavior 
changes among gay and bisexual men (Ekstrand & Coates, 1990; 
Hays, Kegeles & Coates, 1990; Catania, Coates, Stall, Bye, 
Kegeles, Capell, Henne, McKusick, Morin, Turner, & Pollack, 
1991; Martin, 1987), intravenous drug users (Becker &
Joseph, 1988; Watters, Case, Huang, Cheng, Lorvick, & 
Carlson, 1988 ; Des Jarlais, Friedman, & Casriel, 1990), and 
college students (DiClemente, Forrest, Mickler, & Principle 
Site Investigators, 1990; Sheehan, Ambrosio, McDevitt, & 
Lennon, 1990). Ekstrand and Coates (1990) reported the 
results of an on-going longitudinal study regarding the 
sexual behavior of gay and bisexual men in response to the 
AIDS crisis. From 1984 to 1988, the study documented a 
reduction in the frequency of all forms of unprotected anal 
intercourse reported by gay and bisexual men from 
approximately 70-80% to 10-20%. Smaller, but significant 
gains were seen in the reduction of the number of 
individuals having sex with multiple or anonymous partners. 
Furthermore, maintenance of these gains was relatively 
stable as only 12-16% of the subjects relapsed from the low 
risk category to the high risk group.
DiClemente et al., (1990) found that approximately 38% 
of college students they surveyed reported a decrease in
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
sexual behavior without using a condom. Thirty-three 
percent reported a decrease in number of sexual partners, 
while 10% engaged in anal intercourse less frequently. 
Sheehan et al., (1990) found that 85% of university students 
in a 1988 sample reported changing their sexual behavior to 
reduce their risk of HIV-infection. In comparison, only 11% 
of a 1986 sample claimed that they changed their sexual 
behavior.
Despite evidence that significant numbers of 
individuals are engaging in less risky sexual behavior, most 
studies report substantial groups of individuals who 
continue to practice frequent high-risk sexual behaviors. 
DiClemente et al., (1990) report that 37% of the subjects in 
their study never used condoms during sexual intercourse and 
nearly two-thirds use condoms less that half of the time. 
DeBuono, Stephen, Zinner, Daamen, & McCormack (1990) report 
that 87% of women seeking services at a university student 
health service were sexually active. Of these women, only 
25% reported condoms as their primary method of birth 
control (up from 7% in 1975) and 58% said that their male 
sexual partners seldom or never used a condom during 
intercourse. Fisher & Misovich (1990) conclude that the 
college students in their sample did not significantly 
change their sexual behavior patterns from 1986 to 1988, 
despite increasing their knowledge about AIDS-risk 
behaviors.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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AIDS-Risk in Adolescents
DiClemente (1990) highlights the increasing risk of 
adolescent populations to HIV and AIDS. He cites the 
prevalence of unprotected sexual intercourse and the 
frequency of sexually transmitted diseases (STDs) as causes 
for concern regarding adolescent vulnerability to the AIDS 
virus. In one study, only 47% of adolescent females and 25% 
of males report condoms as their primary method of birth 
control (Harris, 1986; cited in DiClemente, 1990). 
Furthermore, evidence suggest that adolescents report an 
increase in the number of sexual partners (Zelnik & Kantner, 
1977) from 1982 to 1988, and a decrease in the age at which 
they first experienced sexual intercourse (Centers for 
Disease Control, 1990).
In addition to risky sexual practices, adolescents have 
the highest rates of STDs across all age groups (Bell &
Hein, 1984). Of the 20 million yearly reported STD cases, 
more than half are estimated to occur in individuals under 
age 25 (Bell & Holmes, 1984). Evidence suggests that STDs 
are associated with increased risk for HIV infection (Quinn, 
Classer, Cannon, Matuszak, Dunning, Kline, Campbell, Israel, 
Fauci, & Hook, 1988) . Further complicating the problem, 
research suggest that adolescents who would most benefit 
from the use of condoms (those having multiple sex partners, 
promiscuous partners, or casual sex partners) are the least 
likely to use them (Biglan, Metzler, Wirt, Ary, Noell, Ochs,
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
French, & Hood, 1990).
AIDS-Risk in College and Young Adult Populations 
Evidence suggests that high risk behavior in 
adolescence continues into young adult populations. College 
students in the "traditional sense" (recent high school 
graduates) arrive at college with only the knowledge they 
gained through their high school years and thus, may be 
expected to continue and perhaps increase their level of 
risk behavior (particularly sexually related). Health 
educators around the United States and Canada report that 
college students have accurate information about AIDS, but 
still maintain high levels of AIDS-risk behavior (Pulford, 
1991). The American College Health Association (1988; cited 
in Pulford, 1991) reports :
In a campus environment many students are faced with 
new independence, self-determination, and strong 
peer pressures to adopt certain behaviors. For some 
students, an uncertain sense of identity and self­
esteem can further complicate decision-making. 
Experimentation with sexual behaviors and/or drug 
use may put college and university students at 
greater risk for infection. Young adults often feel 
invincible and tend to deny personal risk. Many 
people in campus communities believe that HIV 
infection and AIDS are problems faced elsewhere, or 
are concerns for "other kinds" of people. The 
prolonged latency between infection with HIV and the 
eventual development of full-blown AIDS will promote 
the relative invisibility of the infection, an 
effect which will seem to validate the myth among 
students (and some faculty and administrators) that 
"it can not happen here" (pp. 104-105).
At the annual meeting of the American College Health 
Association in 1987, 90% of health professionals identified
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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sexual health concerns, with an emphasis on STDs and AIDS, 
as the primary physical and emotional concern facing 
college students and young adults in the 1990s (Guyton, 
Corbin, Zimmer, O'Donnell, Davis Chervin, Conant Sloane, & 
Dyer Chamberlain, 1989). Fisher & Misovich (1990) found 
that 81% of college students reported that they were 
sexually active in 1988, compared to 71% in both 1986 and 
1987. Similarly, Bishop & Lipsitz (1991) reported an 
increase from 63% (1982) to 74% (1988) of college age 
individuals who report having sexual intercourse. They 
were also more likely to engage in sexual intercourse with 
a greater number of partners over this time period.
Other evidence suggests that young adult populations 
continue to practice AIDS-risk behaviors with some 
frequency. While gay and bisexual populations generally 
report reduced AIDS-risk behaviors, studies indicate that 
young gay men are the most resistant to change and continue 
to demonstrate more frequent AIDS-related risk-taking. 
Evidence suggests that younger gay men were more likely 
than older men to engage in unprotected anal intercourse 
(Ekstrand & Coates, 1990), as well as to have non- 
monogamous relationships (McKusick, Coates, Morin, Pollack, 
& Hoff, 1990). In addition, Hayes et al., (1990) found 
high rates (43%) of unprotected anal intercourse in gay men 
aged 18-25 in relation to older gay men. Thus, young 
adults appear more resistant to modifying AIDS-risk
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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behavior even among members of one of the most vulnerable 
populations (gay males).
The Centers for Disease Control (1992) report that 
teenagers comprise only .4% (808) of the known AIDS cases 
in the United States. However, the 20-24 age range 
comprises nearly 4% (8,402) of know cases, while 25-29 year 
old individuals make up over 15% (33,226) of known AIDS 
cases. Given that the estimated average incubation period 
is nearly ten years (Bacchetti, 1990), it is probable that 
the majority of AIDS victims ages 20-29 contracted HIV 
during the adolescent or the early adult years. It appears 
that converging lines of evidence point to late adolescence 
and early adulthood as potentially critical times for 
addressing AIDS-risk behaviors. Furthermore, an 
understanding of the factors that support both AIDS-risk 
behavior, as well as safer practices is needed. Hence, the 
focus of the proposed investigation turns to the 
exploration of factors associated with AIDS-risk behavior. 
Theoretical Framework
This study examines the hypothesis that AIDS-related 
risk taking behavior occurring in late adolescence and 
young adulthood can be understood, contextually, as part of 
a cluster of variables which include an individual's 
expectation for needs satisfaction, propensity toward other 
problem behaviors, and the strength of AIDS-related 
attitudes previously associated with the high risk sexual
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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behaviors. The study is designed to test a preliminary 
model of the relationship between background personality 
and behavioral variables, expectancy concepts, and self- 
reported risk-taking behavior as it relates to the 
potential HIV infection. In the section below, we examine 
a model of risk reduction that incorporates an extensive 
body of literature in an attempt to elucidate the process 
of AIDS-related behavior change.
The AIDS Risk Reduction Model (ARRM)
The AIDS Risk Reduction Model (Catania, Kegeles, & 
Coates, 1990) suggests a three-stage framework which 
includes both social and psychological factors that address 
AIDS-risk behavior and people's attempt to modify unsafe 
practices. The goal of the model is a better understanding 
of factors associated with an individual's ability, or lack 
of ability, to change high risk sexual behavior. ARRM 
represents a compilation of research demonstrating 
relationships and associations between a cluster of AIDS- 
related attitudes and high risk behavior. Catania et al., 
(1990) note that the term "stage" is used to imply "a 
marker in the change process" and does not represent an 
invariant progression of events. Some individuals may skip 
over steps or process material from different stages 
simultaneously. Furthermore, particular aspects of 
variables, such as different bits of AIDS prevention 
knowledge, may be important in more than one stage of the
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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process. The organization of the model into stages 
represents a heuristic framework which highlights the 
critical aspects of the change process. Catania et al's., 
(1990) three stages of behavior change include (1) 
recognition and labeling of one's behavior as potentially 
risky, (2) making a commitment to alter high risk behavior 
in favor of safer practices, and (3) discovering and 
enacting strategies for changing the behavior. The 
following discussion attempts to explicate the details of 
the model and borrows extensively from Catania et a l . ,
(1990) .
Stage One : Recognition and Labeling
The first stage incorporates recognition of the facts 
surrounding the AIDS virus and how the individual perceives 
this information as affecting his or her life. Factors 
that are particularly relevant to this stage include 
knowledge of risk behavior associated with the transmission 
of HIV, belief in personal vulnerability to the disease, 
and viewing the personal contraction of the AIDS virus as 
undesirable.
HIV Transmission and Prevention Knowledge: To date,
many prevention programs have focused on providing factual, 
accurate information as a primary method for combating the 
spread of the disease. Studies have focused on HIV 
transmission and prevention knowledge, AIDS-related 
attitudes, and possible predictors variables related to
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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AIDS-risk behavior (DiClemente, 1990; Baldwin & Baldwin, 
1988; Emmons, Joseph, Kessler, Wortman, Montgomery, & 
Ostrow, 1986). Educational programs have demonstrated some 
impressive results including increased levels of AIDS- 
related knowledge in college students (Dommeyer, Marquard, 
Gibson, & Taylor, 1989). Emmons et al., (1986) found that 
knowledge of safe sex guidelines and AIDS-risk behaviors 
discriminated between gay men engaging in high- versus low- 
risk sexual behavior. It appears that most participants in 
recently reported studies have entered the studies with 
basic AIDS knowledge already at their disposal.
Although dispersal of HIV prevention information has 
been relatively successful, Fisher and Misovich's (1990) 
review article concluded that knowledge of, and favorable 
attitudes about safer sexual practices were not reliable 
predictors of safer practices in college students. Studies 
have documented significant groups of young adults who 
continue to engage in frequent AIDS-risk behavior despite 
adequate knowledge surrounding transmission of the disease 
(Kegeles, Adler, & Irwin, 1988; DiClemente et al., 1990; 
Skurnick, Johnson, Quinones, Foster, & Louria, 1990 ;
Keller, Bartlett, Schleifer, Johnson, Pinner, & Delaney, 
1991; Moore & Rosenthal, 1991; DiClemente, 1991; Cates,
1991). Kegeles et al., (1988) conducted a one year follow- 
up on San Francisco adolescents' attitudes regarding 
changing risky sex practices. The results suggest that
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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most adolescents understood the value of condoms in 
reducing the risk of HIV infection and placed importance 
upon using contraceptives to protect against contracting 
STDs. Nevertheless, female respondents showed no increase 
in their intention to have their partners use condoms and 
male subjects actually reported fewer intentions to use 
condoms to prevent STDs.
In their review of the AIDS-risk behavior literature, 
Fisher & Fisher (1992) conclude that AIDS knowledge and 
prevention information may be a necessary component in 
AIDS-risk reduction, but is not sufficient to produce a 
behavior change. In addition to accurate knowledge, the 
motivation to reduce risky behavior must be incorporated 
with knowledge and risk-reducing behavioral skills to 
stimulate AIDS-preventive behavior. As Fisher and Fisher 
illustrate, many prevention programs have been relatively 
successful in providing accurate AIDS-reduction 
information. However, motivating individuals to engage in 
safer practices has proved more difficult. Fisher & Fisher 
(1992) conclude that more attention needs to be placed on 
developing programs that teach appropriate behavioral 
skills to facilitate lower risk behavior.
Perceived Risk: Evidence suggests that one's
perception of vulnerability to the AIDS virus is related to 
high risk behavior (DiClemente et al., 1990; Klein, 
Sullivan, Wolcott, Landsverk, Namir, & Fawzy, 1987) . The
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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notion of perceived invulnerability (Elkind, 1967) or 
unrealistic optimism (Weinstein, 1980) has been used to 
describe the adolescent tendency to believe that one is 
unique in some way, and therefore, less vulnerable to 
negative events and more likely to have positive 
experiences. Such concepts are often cited as explanations 
for adolescent risk taking even though potential 
consequences may be extreme. However, Jacobs-Quandrel, 
Fischhoff, & Davis (1993) suggest that there is relatively 
little empirical evidence supporting the notion that 
invulnerability is a characteristic unique to adolescence. 
Millstein (in press; cited in Jacobs Quandrel et al., 1993) 
reports significant evidence of invulnerability in college 
students and adults, as well as adolescents. Consequently, 
perceived invulnerability may be related to AIDS-risk 
behavior in adults as well.
Research findings support the notion that perceived 
(in)vulnerability may be related to AIDS-risk behavior. 
DiClemente et al., (1990) found that college students who 
reported a high degree of perceived risk for contracting 
HIV were more likely to report increased condom use during 
sexual intercourse. Hays et al., (1990) reported that 
young gay men who practice unprotected anal intercourse 
were more likely to rate it as less risky than individuals 
who did not practice this behavior. In addition, 
perception of personal risk has been associated with
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
14
decreases in risky behavior in gay physicians, but not in 
gay college students (Klein et al., 1987) . However, 
conflicting evidence suggests that perceived vulnerability 
may have a different relationship to high risk behavior in 
some individuals. Fisher & Misovich (1990) found that 
individuals who viewed other people as considerably more 
vulnerable to HIV infection actually engaged in 
considerably more sexually risky behavior, despite the fact 
that they possessed accurate HIV transmission knowledge 
themselves. Furthermore, perceived risk did not 
differentiate individuals engaging in high risk behavior 
from those utilizing safer practices (Siegel, Mesagno,
Chen, & Christ, 1989); and was found to be positively 
related to HIV-risk behavior (anal intercourse) in young 
gay men (Hays et al., 1990).
Thus, it seems that perceived vulnerability may serve 
as a motivator for safer practices in some individuals. 
However, Hays et al.'s (1990) results suggest that some 
individuals may accurately perceive their behavior to be 
more risky, but continue to engage in it. It seems 
reasonable to hypothesize that the relationship of 
perceived risk on AIDS-related risk-taking may be moderated 
by an individual's willingness to engage in a variety of 
other risk behaviors. While perceived risk alone may be a 
poor indicator of AIDS-risk behavior, perceived risk in 
conjunction with a measure of other problem behaviors may
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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serve as a better predictor of AIDS-risk behavior.
Undesirabilitv: Obviously, individuals who do not
view contraction of the AIDS virus as a negative event will 
be less concerned with altering or changing AIDS-risk 
behaviors. While most individuals are likely to view 
contracting HIV as undesirable, the degree to which HIV 
infection is seen as a problem may influence the importance 
an individual places on practicing safer behaviors. Moore 
& Rosenthal (1991) found that a lower perceived risk of 
contracting HIV was associated with more risky sexual 
practices in a population of 17 to 20-year-old Australian 
students.
Stage Two: Commitment to Change
The second stage of ARRM involves making the decision 
to reduce AIDS-risk behavior and committing to follow 
through with this decision. In part, the individual 
arrives at this commitment to change by engaging in a cost- 
benefit analysis associated with the behavior change.
Other factors operating at this stage include an 
individual's feelings of self-efficacy, beliefs in response 
efficacy, the enjoyment value associated with various risk 
behaviors, and other social and societal influences, such 
as the availability of accurate AIDS-related knowledge.
Cost-Benefit Analysis : ARRM posits that the
individual engages in a decision making process involving a 
cost-benefit analysis associated with the behavior change.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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Thus, the likelihood that an individual will choose to 
engage in less risky behavior is dependent upon the 
perceived benefits of the new behavior over the old. While 
the decision to engage in a sexual act may not be governed 
by a rational decision making process, ARRM proposes that 
an individual is more likely adopt lower risk behaviors in 
sexual encounters if they have previously weighed the 
potential costs and benefits associated with competing 
behaviors and made a conscious commitment to change.
Response Efficacy and Enjoyment Value: Evaluating
the merits of a behavior change incorporates the perceived 
effectiveness of competing behaviors at reducing the 
consequences of the original behavior (response efficacy) 
and the level of enjoyment that the individual associates 
with the behaviors involved. If safer sex practices are 
not viewed as effective methods for reducing the risk of 
contracting AIDS, the probability of a change is low.
Joseph, Montgomery, Emmons, Kessler, Ostrow, Wortman, 
O'Brien, Eller, & Eshleman (1987) found that the belief 
that lower risk behaviors reduce the risk of HIV infection 
was related to behavior change. Others studies report that 
response efficacy successfully discriminates high versus 
low risk sexual behavior in gay men (Emmons et al., 1986; 
McKusick, Hortsman, & Coates, 1985) . Thus, evidence 
suggests that response efficacy may be an important 
consideration in the decision process.
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A second important variable in the commitment to 
change is the enjoyment value associated with the various 
competing behaviors. Those behaviors with the highest 
enjoyment value will be the most resistant to change. 
Likewise, if the behavioral alternatives are not perceived 
to be as enjoyable, the likelihood that they will be 
preferred over more enjoyable, high risk behaviors is low. 
Hays et al., (1990) found that gay men who engaged in a 
greater frequency of high risk behaviors were more likely 
to report greater enjoyment from anal intercourse without 
condoms than low risk-takers. It is hypothesized that high 
risk takers will report higher levels of enjoyment from 
risky behavior.
Self-Efficacy: ARRM also suggests that people's
perception of their ability to bring about desired results 
has also been shown to be associated with commitment to 
change. Gerrard, Gibbons, & Warner (1991) report that 
perceived vulnerability to the AIDS virus was moderated by 
the individual's perceived ability to control the negative 
event. Thus, perception of vulnerability to HIV infection 
increased as the perceived control over and desirability of 
the event decreased. McKusick, Coates, Morin, Pollack, & 
Hoff (1989) found that low self-efficacy was associated 
with higher rates of unprotected anal intercourse, while 
McKusick et al., (1985) found that high levels of self- 
efficacy were related to the performance of more low risk
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behaviors in gay men.
Knowledge and Social Influences on Commitment: The
third major aspect of making the commitment to change is 
the availability of knowledge regarding low risk 
alternative behavior and social influences on a person's 
commitment. Reliable information regarding more healthy 
and potentially enjoyable substitute behaviors may be 
critical to the change process. For example, an effective 
educational campaign which highlights potential enjoyment 
of lower risk behavior, such as condom usage during sexual 
intercourse, may provide additional incentive toward 
change. Although an individual may have adequate knowledge 
regarding the danger associated with HIV and how to prevent 
its transmission, motivation for change may suffer if 
complementary information is unavailable regarding safe, 
enjoyable, and desirable alternative behaviors.
Social factors and pressures that exert influence on 
possible behavior change may include the availability of 
social support and the behavior of an individual's norm 
group. Parental, peer, and other societal norms may play 
key roles that influence an individual's feelings of self 
efficacy, attitudes and beliefs about sex, and the 
perceived desirability of low risk behavior. For example, 
if one believes that their peers are unsupportive of safe 
sex, one may be less likely to perceive high risk behavior 
as a problem and consequently, will be less likely to
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commit to reducing their risk.
Taking Action
The final stage of ARRM focuses on the process of 
taking steps to bring about the desired behavioral change. 
Based upon the problem solving models of Gross & McMullen 
(1983) and Fischer, Winer, & Abramowitz (1983), Catania et 
al., (1990) hypothesize that the "Taking Action" stage is 
composed of three phases including (1) informâtion-seeking 
regarding ways to change their high risk behavior, (2) 
obtaining remedies through the use of friends or 
professional help, and (3) enacting these solutions. While 
these stages are not mutually exclusive, they are separated 
for conceptual clarity.
Information Seeking and Obtaining Remedies : Once an
individual has made a commitment to change, ARRM suggests 
that he or she begins to seek information on how to change 
current high risk behavior(s). While some people may turn 
to self-help methods, others may seek advice from friends 
or acquaintances, or seek advice from health professionals. 
Cultural, social, and personality factors likely influence 
the type of help sought, although little research has been 
conducted that examines these factors. McKusick et al., 
(1985) found that 91% of gay men turned to friends for 
information about reducing high risk behavior. Help from 
the medical field was sought by 59% of the respondents 
while 49% turned to psychological professionals. However,
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young adults may employ different information seeking 
strategies. Sheehan (1991) reviewed research on the 
response of university students to AIDS and concluded that 
college students generally do not actively seek out 
information on AIDS. Adolescents and young adults may 
receive most of their information from television, music, 
and other media which are generally supportive of high-risk 
behavior (Dommeyer et al., 1989). Regardless, the model 
suggests that most people committed to reducing HIV-risk 
look for, or attend to, general information on changing 
their behavior and proceed to obtaining more specific 
suggestions.
Enacting Solutions: Finally, individuals begin to try
out methods of reducing high risk behaviors. The success 
of such solutions will certainly be influenced by the 
response of an individual's sexual partner(s). Although 
the decision to reduce the risk of HIV infection may 
receive support from a partner committed to the same goals, 
the entire process of change may break down if an 
individual is unable to communicate or convince their 
partner of the importance of this decision. Unfortunately, 
of the two-thirds of sexually experienced college students 
in a recent study who reported that they talked to their 
partners about AIDS, only a third of those individuals 
discussed safer sex (Welch Klein, Johnson, & Freeman,
1992). Furthermore, only 6% of these individuals actually
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talked about condom use. It would seem that sexual 
communication training alone may be of limited value unless 
it is personalized for each individual and focused to 
include specific references to safe sex behavior.
Indeed, sexual communication skills have been shown to 
be related to contraceptive use (including condoms; Polit- 
O'Hara & Kahn, 1985). One study reported that 40% of 
heterosexuals feel unable to discuss safe sex practices 
with a potential sexual partner (Solomon & DeJong, 1986) . 
Furthermore, Hays et al., (1990) found that AIDS-related 
risk taking was negatively correlated with reported sexual 
communication skills. Two other variables that have been 
associated with motivation for AIDS-risk change are being 
acquainted with someone who has AIDS or HIV (McKusick et 
al., 1985) and strength of environmental norms supporting 
safe sex practices (Condelli, 1986; Emmons et al., 1986; 
Richardson, Schott, McGuigan, & Levine, 1987) .
Catania et al., (1990) suggest most research focused 
on the relationship between predictor variables and high 
risk behaviors does not address each stage of the change 
process adequately. They propose that inconsistencies in 
the data result from a focus on predictor variables that 
may, or may not, be related to potentially distant 
behavioral outcomes (i.e. high risk behavior) for any given 
individual. For example, although self-efficacy may be 
involved in the decision to reduce AIDS-risk, the enactment
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
22
of this decision may fail due to an inability to 
communicate this decision effectively to a potential sexual 
partner. In such a case, assessing only the decision­
making process will likely conclude that self-efficacy was 
not related to HIV-risk behavior even though the failure 
seems to lie in the communication process instead. ARRM 
represents an attempt to incorporate the various factors 
highlighted in research that influence the process of AIDS 
behavior change in order to provide a more complete 
understanding of AIDS-risk behavior.
Problem Behavior and AIDS-Risk
The AIDS Risk Reduction Model examines the process of 
behavior change with regard to high risk behavior 
associated with HIV infection. However, it does not 
adequately examine possible influences associated with 
alternative approaches to AIDS-risk behavior. One goal of 
this study is to validate additional influences on the 
behavior change process that are not incorporated into 
ARRM.
Jessor, Graves, Hanson, & Jessor (1968) conceptualize 
a wide variety of problem behavior and its occurrence in 
society from a social learning approach. Their work 
emphasizes that (what these authors refer to as) "deviance" 
is "not an intrinsic attribute of any behavior but 
involves, rather, a social evaluation of behavior from the 
point of view of prevailing norms." Further, to classify
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as "deviant," a behavior "must depart substantially from 
normative standards" and "must be of sufficient magnitude 
to mobilize social control responses." Society's response 
to the AIDS threat is clear in advocating ways to reduce 
high risk behavior and prevent the spread of the disease.
As a result, any behavior that increases the probability of 
HIV transmission is clearly "deviant" from the standpoint 
of the value-structure of that society.
However, while AIDS-risk behavior has mobilized social 
control responses, it is unwarranted to suggest that AIDS- 
risk behaviors in college populations are "deviant." AIDS- 
risk behavior, in the form of multiple sexual partners and 
unprotected sexual intercourse, may represent normal 
behavior for most university students. Current estimates 
suggest that the prevalence of college students who have 
engaged in sexual intercourse is about 70-80% (Bishop & 
Lipsitz, 1991; Fisher & Misovich, 1990). In addition, 
Fisher & Misovich (1990) found that 64% of students 
reported engaging in unprotected vaginal intercourse in the 
past year. They also found that approximately 30% of 
college students reported that alcohol played a part in 
over half of their sexual activity. Thus, AIDS-risk 
behavior can not be considered "deviant" in college 
students. Nevertheless, it remains a problem to the extent 
that it increases the likelihood of HIV (or other STD) 
contraction and the spread of the AIDS virus.
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Consequently, it will be associated in this study with a 
cluster of other behaviors (e.g. illegal drug use, drinking 
and driving, antisocial behavior, etc.) that pose problems 
to society, but that may receive a significant amount of 
support from certain segments of the population.
Donovan & Jessor (1985) highlight research 
demonstrating consistent bivariate relationships between a 
variety of problem behaviors. Their results suggest that 
problem behavior commonly associated with adolescents and 
young adults, including illicit drug use, precocious sexual 
behavior, problem drinking, and other delinquent behavior 
may represent a single underlying behavioral syndrome in a 
subgroup of "problem" individuals. They further 
hypothesize that this syndrome reflects an underlying 
"general dimension of unconventionality" which includes an 
individual's personality and social environment. One 
implication from Donovan and Jessor's work is that this 
general underlying tendency toward unconventionality is 
sufficient to account for a wide range of problem behavior 
and that specific factors associated with any one behavior 
are secondary.
Osgood, Johnston, O'Malley, & Bachman (1988) analyzed 
the influence of specific problem behaviors (criminal 
behavior, heavy alcohol usage, marijuana use, use of other 
illicit drugs, and dangerous driving) with respect to a 
general tendency toward problem behavior. They report that
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problem behavior suggesting, a general tendency toward 
unconventionality, could account for the positive 
correlations between different problem behaviors. However, 
an unconventional syndrome was not able to adequately 
account for the variance associated with each problem 
behavior. Osgood et al., (1988) suggest that each behavior 
may represent part of a general tendency, as well as a 
unique behavioral phenomena. Their findings also 
demonstrate that the influence of any one behavior on the 
occurrence of any other behavior was negligible. Hence, 
the cluster of problem behaviors do not seem to mutually 
influence each other directly. The researchers suggest 
that although this evidence supports the general tendency 
hypothesis, the lack of relationship between specific 
behaviors suggest that predictions regarding the occurrence 
of a behavior from past deviance are tentative at best.
Value-Access Disjunction 
Jessor et al., (1968) hypothesize that problem 
behavior represents an attempt to satisfy goals when more 
legitimate avenues are seen as unavailable or unlikely to 
bring about the desired goal. Value-access disjunction 
(VAD), or what has more recently been referred to as 
perceived life chances (Jessor, 1993), represents the 
discrepancy between an individual's desired goals and his 
or her perceived likelihood of achieving these goals. When 
desirable or valued goals are viewed as unattainable
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
26
through socially acceptable means, the probability that an 
individual will resort to some form of problem behavior to 
satisfy these goals increases {Jessor et al., 1968; Jessor, 
1992). In the context of this study, AIDS-risk behavior, 
for some individuals, may represent an attempt to satisfy 
valued goals which are not seen as accessible through more 
socially acceptable means.
It is hypothesized that expectation for needs 
satisfaction (value-access disjunction) will predict 
motivations for AIDS-related risk taking in a sub-group of 
individuals. Furthermore, motivation for sexual risk- 
taking in some individuals may be conceptualized as an 
underlying feature of unconventionality and thus, will be 
related to the occurrence of other problem behaviors.
Biglan et al., (1990) found that adolescent high risk 
sexual behavior was related to other forms of problem 
behavior, including antisocial behavior, cigarette smoking, 
alcohol use, and illicit drug use. However, Osgood et 
al.'s (1988) results suggest that while AIDS-related risk 
behavior may be conceptualized, with other problem 
behaviors, as an underlying feature of unconventionality, a 
more complete understanding must also include variables 
(such as those incorporated in ARRM) empirically associated 
with AIDS-related risk-taking.
Variables associated with high risk behaviors are 
likely to be endpoint outcomes of a constellation common.
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multiply-determined factors. This study examines AIDS- 
related risk behavior in college students by sampling 
potential influences in the subjects' social environment 
{HIV-knowledge, relationship status, perceived social 
norms, perceived interpersonal barriers, living situation), 
personality variables (value access disjunction, self- 
efficacy, enjoyment value of high risk behavior, perceived 
HIV-risk, sexual communication skills, self-labeling), and 
reported behavior (reported sexual involvement and problem 
behaviors).
It seems reasonable to conclude that attitudes 
reflecting the factors outlined by ARRM might effectively 
compliment the predictive power of both problem behavior 
and perceived access to valued goals. It is predicted that 
a domain specific examination of predictors of AIDS-risk 
behavior (ARRM), in conjunction with the global measures of 
problem behavior and value-access disjunction will provide 
a more complete understanding of AIDS-risk behavior in 
college students.
At this point, it is necessary to comment on the 
validity of self-reported sexual and problem behavior. 
Unfortunately, research on the influence of questionnaire 
design, mode of measurement effects, and self-presentation 
bias, as well as numerous other measurement concerns is 
sparse in the AIDS-risk literature. Catania, Gibson, 
Chitwood, & Coates (1990) report that most validity
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indicators for self-reported sexual behavior (including 
biological indicators, partner reports, and indices of 
condom use) are either too unreliable, cumbersome, or 
impractical to be effectively employed in most research. 
They do suggest that risk indices based upon self-reported 
sexual behavior have generally predicted HIV seroconversion 
rates over time. Nevertheless, the self-report nature of 
this study presents a problem in interpreting and 
generalizing the results. Catania et al., (1990) suggest 
that the most effective means currently available for 
addressing self-reported response bias is to minimize 
measurement error. For example, designing questionnaires 
so that subjects only report behavior from the previous 1-2 
months (to increase reliability), maximizing anonymity 
(using individual questionnaires administered to large 
groups), and presenting highly sensitive material later in 
the questionnaire all increase the probability that 
subjects will remember and report more accurate 
information.
Hypotheses
AIDS-risk behavior (including unprotected vaginal, 
oral, and anal intercourse, length of relationship and 
number sexual partners, and association of drug or alcohol 
use with sexual activity) is predicted to be positively 
correlated with the composite scores on an AIDS-attitude
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(questionnaire, the discrepancy between one's goals and the 
expectation of achieving those goals, and the reported 
frequency of other problem behaviors. The specific 
hypotheses examined in this study are:
1). Problem behavior is hypothesized to be related to 
AIDS-risk behavior. Specifically, engaging in other 
problem behaviors will be positively correlated with AIDS- 
risk behavior.
2). Value access disjunction is also hypothesized to 
be positively correlated with AIDS-risk behavior. Thus, 
the greater the difference between an individual's desired 
goals and the expected attainment of these affiliation and 
achievement goals, the more likely he or she is to engage 
in high risk sexual behavior.
3). The study predicts that a composite AIDS-attitudes 
measure incorporating the factors of ARRM will be 
positively correlated with high risk behavior. As such, a 
scale that assesses subjects on the variables incorporated 
in ARRM will account for a significant proportion of the 
variance associated with AIDS-risk behavior.
4). Finally, it is hypothesized that variance 
associated with AIDS-related risk-taking in college 
students will be most accurately predicted by a combination 
of expressed AIDS-related attitudes, value-access 
disjunction, and self-reported activity in a variety of 
problem behaviors, as indicated by an additive contribution
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from each of these variables in a stepwise multiple 
regression analysis.
Method
Sxabiects
The study was conducted in a medium-sized mountain 
city with relatively low AIDS prevalence rates. A total of 
272 university students completed the self-report 
questionnaire in exchange for experimental credit in an 
introductory psychology class. Thirty-one subjects were 
eliminated from the analyses based on their reported status 
as (1) married, or (2) involved in a monogamous 
relationship for a period exceeding 3 years. The rationale 
for eliminating these subjects was that they constituted a 
group of individuals who might engage in a significant 
amount of risk behavior and thus, potentially score very 
high on the AIDS-risk measure, while in actuality be at a 
greatly reduced risk of HIV infection due to their status 
of being in a "monogamous" relationship. Two other 
subjects were eliminated due to a failure to complete the 
questionnaire. The resulting sample of 239 subjects was 
composed primarily of young, Caucasian university students. 
The sample consisted of 141 females (59.0%) and 98 males 
(41.0%). Subjects' reported ages ranged from 17-46, 
although nearly 85% (202) of the sample were traditional 
college age subjects 17-23. Almost 95% (226) of the
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subjects were of Caucasian descent with the remainder of 
the sample consisting of 7 Native Americans (2.9%), 2 
African Americans (.8%), 2 Hispanic individuals (.8%), and 
2 persons of Asian American descent (.8%). The 239 
subjects in the study were randomly divided into two 
groups. The first group, Sample A, was used in the main 
multiple regression analyses as well as the follow-up 
analyses. Group B was used in the replication and cross- 
validation analyses.
Sample A
Sample A consisted of 91 females (57.6%) and 67 males 
(42.4%) and was composed primary of individuals of 
Caucasian descent. Nearly 90% of the group stated that 
they were single, while roughly 10% reported that they were 
divorced, separated, or widowed. Seventy-six (47.8%) 
subjects in Sample A reported that they were currently 
involved in relationships while 81 (50.9%) were not.
Eighty-two (51.6%) of the subjects lived in a university 
residence hall, fraternity, or sorority. The remaining 77 
(48.4%) subjects reported living in a house, apartment, or 
other residence.
Sample B
Sample B, consisted of 50 females (61.0%) and 32 males 
(39.0%) . Nearly 94% of Sample B were single with the other 
6% separated or divorced. Thirty-three subjects (40.2%) 
stated that they were currently involved in relationships ;
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and 45 (54.9%) stated that they lived in a university 
residence hall.
Measures
Demographic Variables: Subjects were asked relevant
demographic information including age, race, gender, 
academic major, religion, living situation, relationship 
status, sexual orientation, and if they had ever been 
acquainted with anyone who had contracted the AIDS-virus 
(See Appendix A ) .
Criterion Measure
AIDS-Risk Behavior: Subjects were asked to complete
an ten-item measure reporting the frequency of AIDS-risk 
sexual behavior (See Appendix B). Answers were scored one 
through five depending on the reported frequency of oral, 
anal, and vaginal intercourse in the past month. Frequency 
of condom usage was based upon subject's report of condom 
use during sexual intercourse Every time, Often, Sometimes, 
Rarely or Never. Additional questions included age of 
first intercourse, total number of sexual partners in the 
past year and total sexual partners lifetime, shortest time 
between meeting a partner and first sexual contact, and 
frequency of sexual contact while under the influence of 
alcohol or drugs. Each question was scored 0-4 based on 
the potential risk of exposure to HIV associated with the 
behavior. A component of current AIDS-risk was computed by 
averaging the risk scores for reported vaginal and oral
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intercourse and the reported frequency of condom use in the 
past month. The risk scores for the alcohol and drug use 
questions were averaged to produce a single component 
reflecting substance use associated with risk behavior.
The sum of the scores for each component was totaled to 
obtain a composite measure of AIDS-related risk behavior. 
Independent Measures
AIDS-Related Attitudes : A 25-item questionnaire based
on the AIDS Risk Reduction Model (Catania et al., 1990) was 
used to assess AIDS-related attitudes (See Appendix C). 
Within the measure, developed by Hays et al., (1990), a 
series of brief scales was used to assess subjects' beliefs 
with regard to variables associated with high risk sexual 
behavior. These scales assessed self-efficacy (belief that 
one is capable of performing safer sex behaviors, (with 
Cronbach's alphas reported by Hays et al., 1990, =.67), 
perceived social norms (regarding safer practices, 
alpha=.67), sexual communication skills (belief that one 
has the ability to successfully talk about safe sex 
behavior with their partner, alpha=.61), self-labeling 
(beliefs that one's sexual behavior puts them at risk, 
alpha=.85), safer-sex efficacy (belief in safe-sex 
guidelines as an effective means to prevent HIV infection, 
alpha=.64), interpersonal barriers (belief that safer sex 
behavior will have negative personal consequences, 
alpha=.75), enjoyment value (of high risk behaviors, alpha
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for unprotected anal intercourse:.71), and perceived 
riskiness of various high risk behaviors (alpha for 
unprotected anal intercourse:.60). Two questions in the 
enjoyment and perceived risk subscales were modified from 
Hays et al's. (1990) questionnaire. The wording was 
broadened to make them applicable to both the original 
target population (gay males) and heterosexual subjects; 
and content areas were modified to include attitudes 
regarding heterosexual oral and vaginal intercourse.
Subjects were asked to respond to the attitude measure 
on a five-point scale ranging from Strongly Agree to 
Strongly Disagree. The perceived risk, safe-sex efficacy, 
self-efficacy, perceived social norms, sexual communication 
skills, and self-labeling subscales were all hypothesized 
to be negatively related to AIDS-risk behavior. Thus, 
stronger beliefs regarding the riskiness of certain sexual 
behaviors, the effectiveness of safe sex in preventing the 
sexual spread of HIV, one's ability to practice safe sex, 
perceived peer support of safe sex, one's own communication 
abilities in sexual situations, and one's perceived 
vulnerability to infection were all hypothesized to be 
associated with lower AIDS-risk scores. Conversely, 
enjoyment and interpersonal barriers were hypothesized to 
be positively related to HIV risk behavior. The greater 
the enjoyment level associated with high risk behaviors and 
the greater the perceived interpersonal barriers to safe
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sex behavior, the greater the likelihood of a person to 
engage in high risk behavior.
Problem Behavior Measure: A questionnaire for high-
school students {Jessor et al, 1968) was modified for use 
with a college population (See Appendix D ) . Subjects were 
asked to report their level of activity in a wide variety 
of problem behaviors including skipping school, driving 
under the influence, cheating on exams, lying to persons in 
authority, etc. The 16-item measure required respondents 
to report their level of engagement in these behaviors on 
scale ranging from never, once or twice, several times, to 
very often. Subjects could receive a total 3 points for 
each question for frequently endorsed behaviors to 0 points 
for avoided behaviors. The scores from all of the 
questions were totaled to provided a measure of propensity 
toward problem behavior.
HIV Transmission and Prevention Knowledge : A 25-item
true/false questionnaire (Slonim-Nevo, Ozawa, & Auslander, 
1991; adapted from DiClemente et al., 1986) was used to 
assess subjects' HIV transmission and prevention knowledge 
(See Appendix E). Slonim-Nevo et al., (1991) reported 
relatively high internal consistency reliability estimates 
for the measure (Cronbach's alpha=.85). The total number 
of correct responses (0-25) was used as a measure of AIDS- 
knowledge.
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Value-Access Disiunction: Subject's expectation for
needs satisfaction was assessed with two companion fifteen- 
item scales developed by Jessor et al., (1968). The first 
set of items asked subjects to rate "how much do I like" a 
list of thirty goals (15 related to academic achievement 
and 15 related to affiliation needs). An additional 
question was added to the measure which assessed "how much 
do I like to be involved in an intimate relationship in the 
next year." Values were marked on a Likert-type scale 
ranging from "neither like nor dislike" (score 1) to "like 
very much" (score 100). The second set of questions asked 
subjects to rate "how strongly I expect" to achieve the 
same thirty-one goals. Once again, expectancies were 
marked on a Likert type scale ranging from "sure it will 
not happen" (score 1) to "sure it will happen" (score 100). 
Two discrepancy scores (achievement discrepancy and 
affiliation discrepancy) were computed for each subject 
representing the mean difference between value and 
expectancy scores. Value-access disjunction in this case 
refers only to those areas where the valued goals exceeds 
one's expectation of achieving that goal. Thus, items 
where the "expectancy" score exceeded the "value" score 
were assigned a value of 0. The value-expectancy 
disjunctions for both scales were combined to form a 
composite measure of discrepancy. The individual scales 
have previously been shown to have relatively high internal
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consistencies, thus supporting the validity of combining 
the two scales. Bradley, Carman, & Petree {1991) report a 
Cronbach's alpha for the achievement scale of .89 and for 
the affiliation scale of .80. The VAD scale is presented 
in Appendix F.
Social Desirability Measure : Twenty true/false items 
from the Jackson Personality Inventory (1967) were included 
as a measure of socially confirming responses (See Appendix 
G) . The number of responses endorsed in a socially 
desirable manner was scored (1-20) and used to assess 
possible under or over reporting of the risk variables 
based upon social expectations.
Procedure
All subjects were asked to anonymously complete a 
questionnaire packet including demographic items, the AIDS- 
knowledge questionnaire, the AIDS-attitude scale based on 
the ARRM, the AIDS-risk behavior questionnaire, the measure 
of problem behavior, the measure of social desirability, 
and the value-access disjunction questionnaire. Subjects 
were informed that the questionnaire requested information 
regarding risk behavior, AIDS, and their hopes about the 
future. Subjects were assured of their anonymity and asked 
to honestly answer the questions in the questionnaire to 
the best of their ability. Subjects were thanked for their 
participation and encouraged to speak with the examiner 
regarding any questions they might have.
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Analyses
Frequency distributions and plots were generated to 
examine the distribution of each of the variables. A 
stepwise multiple regression analysis was then performed to 
determine the contribution of each of the independent 
variables to the prediction of the criterion variable. The 
set of predictor variables used in the analyses included 
problem behavior, AIDS-related attitudes, value-access 
disjunction, HIV transmission and prevention knowledge, and 
social desirability. A principle components analysis was 
computed on the AIDS attitude questionnaire and the value- 
access disjunction measures to determine the factor 
structure of the measures and eliminate redundant items. 
With these revised measures, stepwise multiple regression 
analyses were again performed on the main sample using 
AIDS-risk as the dependent variable and the revised factors 
from each of the measures as the independent variables. 
Factors that aided in the prediction of AIDS-risk were 
retained in the measure while all other factors were 
eliminated. An exploratory stepwise multiple regression 
analysis was then performed on the main data set using 
AIDS-risk as the dependent variable, and problem behavior, 
social desirability, HIV transmission and prevention 
knowledge, and the revised value-access disjunction and 
AIDS attitude measures as the predictor variables. 
Coefficients from this analysis were then used in a
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regression equation to estimate predicted values of AIDS- 
risk in the cross-validation sample.
Finally, several exploratory analyses were also 
conducted. Pearson product moment correlations were 
computed between AIDS-risk behavior (including all of the 
items in the risk questionnaire) and 1) demographic 
variables, 2) AIDS-related attitudes items, and 3) problem 
behavior items.
Results
Sexual Behavior
Statistical analyses regarding the study's main 
hypotheses were computed using the subjects from Sample A.
Of the 158 subjects in Sample A, 133 (84.2%) reported that 
they had at least l sexual partner in their lifetime (See 
Appendix I). Twenty-three subjects (14.6%) reported having 
16 or more partners in their lifetime, while only 25 (15.8%) 
had no sexual partners. Self-reported age of first 
intercourse ranged from 12-20 years of age with 121 subjects 
(91.0%) having sexual intercourse prior to their 19th 
birthday. Thirty-six of these subjects (27.1%) experienced 
sexual intercourse before the age of 16. Of the 93 
individuals reporting sexual activity in the month preceding 
the survey, only 21 (22.6%) stated that they used condoms 
"every time" they had sexual intercourse, while 45 (48.4%) 
of the sexually active subjects "rarely or never" used a
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condom. Anal intercourse was reported by only 5 of the 158 
subjects and only 3 individuals stated that they were 
homosexual or bisexual.
Sixty-seven (81.7%) subjects in Sample B reported 
having at least one sexual partner in their life time. Ten 
(12.2%) individuals had 16 or more life time partners and 15 
subjects (18.3%) reported no previous sexual partners. Age 
of first intercourse ranged from ages 12-21 for Sample B. 
Fifty-eight people in this sample (86.6%) reported having 
sexual intercourse before the age of 19, while 22 subjects 
(32.8%) experienced sex before 16 years of age. Of the 44 
subjects who reported having sexual intercourse in the past 
month, 18 (40.9%) stated that they "always" used a condom, 
while 19 (43.2) reported that they rarely or never used and 
condom. Six individuals reported that they engaged in anal 
intercourse. Two subjects in Sample B classified themselves 
as bisexual. Appendix H presents the mean comparisons 
across both samples for the main variables in the study. 
Frequency totals for both samples combined are reported in 
Appendix I on the components of the AIDS-risk questionnaire. 
HIV Transmission and Prevention Knowledge
Subjects in both samples were uniformly high in their 
level of knowledge regarding transmission and prevention of 
HIV and AIDS (See Table 1). When subjects from Sample A and 
Sample B were combined, roughly 63% (151) of the subjects 
scored a 24 or higher on the 25 point HIV knowledge measure.
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Furthermore, 98% (235) of the subjects received a score of 
22 or better. Of the items frequently missed, 199 
individuals (83.3%) were not aware that women are more 
likely to contract HIV during their menstrual cycle. Sixty- 
one subjects (25.5%) did know that AIDS usually leads to a 
variety of other medical diseases.
Table 1
Transmission and Prevention Measure
Score Frequency Percent
Cum
Percent
15.00 1 .4 .4
20.00 1 .4 .8
21.00 2 .8 1.7
22. 00 27 11.3 13 . 0
23 . 00 57 23 .8 36 .8
24.00 124 51 . 9 88 .7
25 . 00 27 11 .3 100 . 0
Total 239 100.0 100.0
Note : Total of 25 Points Possible
All of the other questions on the knowledge measure 
were answered correctly by over 95% of the subjects in the 
entire sample. Fisher and Fisher's (1992) conclusion that 
adequate knowledge of HIV transmission and prevention 
information is a "necessary" condition for behavior change 
is supported within this sample. Considering the high 
levels of AIDS knowledge recorded by these subjects, we can
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conclude that the significant amounts of high risk sexual 
behavior reported by the subjects in this study cannot be 
attributed to a deficit in transmission and prevention 
knowledge.
It is interesting to note that 233 subjects (97.5%) 
answered "Anybody can get AIDS" in the affirmative. At some 
level, it would appear that the vast majority of the 
subjects understand that everyone is potentially at risk for 
contracting HIV under certain circumstances. However, 
whether individuals believe that they are personally at risk 
for infection is another matter. Additionally, 235 subjects 
(98.3%) stated that "Using a condom during sex can lower 
your chance of getting AIDS." Subjects almost unanimously 
expressed awareness that condom usage can be an effective 
weapon in the fight against AIDS. Yet, nearly half of the 
currently sexually active subjects in this study (those that 
"rarely or never" used condoms) demonstrated that the 
negative aspects of using condoms outweigh the potential 
risk of HIV infection that results from not using condoms.
Predicting AIDS-Risk Behavior 
The mean, standard deviation, and range for each of 
the main variables in the study are presented in Table 2 . 
Stepwise multiple regression analyses on the AIDS-risk 
behavior measure are presented in Table 3.
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Table 2
Means. Standard D eviations, and Ranges fo r Study Variab les
V ariab le Mean Std dev Minimum MaximumHIVRISK 12,730 5.741 .000 24 750AIOSAir 33.324 8.387 14.000 57.000
PROBBEH 19.921 7.940 5.000 41.000DISJUNCT 452.590 286.219 .000 1579.000AIDSKNOW 23.569 1.050 15.000 25.000
AGE 21.322 5.719 17.000 46.000
Notes : N = 239: "N = 238: HIVRISK=HIV Risk Measure. AIDSATT=AIDS
A ttitu d e  Measure. PROBBEH«Problem Behavior Measure. DISJUNCT^ 
Value Access D is junction  Measure. AIOSKNOW=AIDS Transmission 
and Prevention Knowledge Measure.
Problem Behavior
Table 3 indicates that only one variable, reported 
problem behavior, entered the stepwise regression equation. 
Neither AIDS attitudes nor value-access disjunction achieved 
probability values sufficient for inclusion in the equation 
(p<.10) once the variance attributable to problem behavior 
was entered. Problem behavior accounted for approximately 
31% of the variance in AIDS-risk behavior (F[1,157] = 71.84, 
p<.0005) and was associated with a positive Beta weight.
With regard to this study's first hypothesis, problem 
behavior was found to be positively correlated with AIDS- 
risk. All of the items on the problem behavior 
questionnaire were significantly correlated with AIDS-risk 
except Item 6 (dealing with plagiarizing homework, see 
Appendix J ) . Of all the items on the questionnaire, Item 5, 
the reported frequency of drinking and driving, was most 
significantly correlated with AIDS-risk, while Item 16, 
smoking marijuana, hashish, or other cannabis, closely
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followed. These results are consistent with the hypothesis 
that AIDS-risk behavior is positively related to a variety 
of other "problem behaviors."
Table 3
Stepwise M u lt ip le  Regression Analysis on th e  AIDS-Risk Measure
Step MultR Rsq AdjRsq TÎTqrT) SigF RsqCh FCh SigCh V ariab le  Retain Cornel
"  ‘ ■ PROBBEH .5615 .5615
AIDSATT -.0760  .0525
DISJUNCT .0017 -.0003
1 .5615 .3153 .3109 71.845 .000 .3153 71.845 .000 In
2 .5664 .3208 .3121 36.608 .000 .0055 1.253 .265 In
3 .5664 .3208 .3076 24.248 .000 ,0000 .001 .980 In
Notes : N=158; d f = 154: Step 1 used SPSSX d e fau lt p values fo r en try  ( .1 0 ) :  steps 2 -3  continued
th e  analysis beyond the entry c r ite r io n  u t i l iz in g  "forced entry" to  expose possib le a d d itive  
e ffe c ts . M ultR =M ultip le R. Rsq«R^ AdjRsq=Adjusted R Squared. F(Eqn)=F, S igF=P robability  o f 
F, RsqCh=R  ̂ change, FCh=F o f the change, S igC h=Probability o f R̂  change.
Value-Access Disjunction
Once the variance accounted for by problem behavior was 
removed, VAD did not account for sufficient additional 
variance to reach the default probability criterion value 
(p<.10) to enter the regression equation as a predictor of 
AIDS-risk behavior. After examination of the potential 
additive contribution of VAD and zero-order correlation 
between VAD and AIDS-risk measures via forced entry into the 
equation, VAD did not account for any of the variance 
associated with HIV risk (See Table 3). With regard to the 
second hypothesis, value-access disjunction, as measured in 
this study, was not significantly associated with AIDS-risk 
behavior.
AIDS-Related Attitudes
As was the case with the value-access disjunction
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measure, the AIDS attitude variable did not enter the 
regression equation after the variance associated with 
problem behavior was removed. When the AIDS attitude 
measure was forced into the regression equation, it 
accounted for less than 1% of the variance (See Table 3). 
These results indicate that the hypothesized positive 
relationship between the AIDS attitude questionnaire and 
AIDS-risk was not supported by the data. The results do not 
suggest, however, that each of the subscales comprising the 
AIDS attitude measure is unrelated to AIDS-risk, but only 
that the combination of subscores used to determine the 
total AIDS attitude score (including that valances assigned 
to each subscore) were not related to AIDS-risk behavior.
In addition, it is uncertain whether each of the eight 
hypothesized subscales in the AIDS attitude measure actually 
represents a distinct construct which adds additional 
information to the attitude picture. Consequently, it is 
possible that a factor analysis of the measure would reveal 
factors significantly correlated with AIDS-risk, but that 
were obscured by other items which were uncorrelated to risk 
or even correlated in the opposite direction from predicted 
relationships. To explore this possibility, an exploratory 
factor analysis was performed.
Factor Analyses
After the initial multiple regression analysis, the 
AIDS-related attitude measure was factor analyzed to
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identify its significant components. Given the theoretical 
nature of the AIDS attitude measure, its hypothesized 
components, and the newly-developed scoring system 
incorporated in this study, a principle components analysis 
was conducted to empirically validate the factor structure 
of the measure and evaluate the accuracy of the directional 
relationships assigned to each subscale with respect to 
AIDS-risk behavior. The resulting factors (See Appendix K) 
were then entered as the independent variables in a stepwise 
multiple regression analysis to examine whether any factors 
were predictive of AIDS-risk behavior. Finally, factors not 
correlated with AIDS-risk behavior were eliminated from the 
measure and the resulting AIDS attitude measure was 
reentered into the initial multiple regression equation.
The value-access disjunction measure was also subjected a 
similar principle components analysis and revised for 
reentry into an exploratory regression equation.
AIDS-Related Attitudes
A principle components analysis was performed on the 24 
item AIDS attitude scale. Items retained were selected 
based upon (1) their loading primarily on one factor, (2) an 
item-scale correlation of .50 or greater, and (3) that the 
coefficient alpha reliability increased when the item was 
included in the factor. The resulting factor coefficients 
above +/-.3 are presented in Appendix K.
The varimax rotation yielded seven factors in the scale
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which accounted for 65.2% of the variance in the AIDS 
attitude measure. The seven factors closely corresponded 
with the theoretical components of the measure. Factor 1 
included the questions corresponding to the self-efficacy 
construct (e.g. "I can get a person I'm having sex with to 
use condoms if I want them to"). All four of the 
hypothesized "Self-Efficacy" items loaded on Factor 1, 
although Item 1 did not meet the inclusion criteria and was 
eliminated. Factor 2 included all three of the questions 
relating to perceived interpersonal barriers to behavior 
change, such as "If I suggested using condoms to a person I 
was having sex with, he or she might be offended." The 
third factor incorporated the three questions which assessed 
self-labeling of behavior (e.g. "There is little chance that 
I could catch or spread AIDS from what I do sexually"). 
Factor 4 items dealt with perceived risk of sexual behaviors 
for contracting HIV and included all three of the 
hypothesized "perceived risk" items, such as "How risky for 
you to get AIDS is vaginal intercourse where the male does 
not wear a condom." All of the items representing the 
perceived social norms construct were included in Factor 5 
(e.g. "Most of my friends think you should always use a 
condom when having intercourse"). Factor 6 items assessed 
beliefs that safer sex leads to a reduction in AIDS-risk, 
such as "People who follow safe sex guidelines can usually 
avoid getting the AIDS virus." Factor 7 included two of
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three items regarding the enjoyment value associated with 
sexual behaviors ("How much do you enjoy or think you would 
enjoy vaginal intercourse where the male does not wear a 
condom," respectively. The third Enjoyment item (AA21) 
loaded with Factor 6, although its relatively low factor 
loading eliminated it from the scale.
The items that were hypothesized as measuring sexual 
communication skills were split between Factors 1 and 2 
(Item 3, "It is easy for me to tell a sex partner that I 
won't have sexual intercourse without a condom"; Item 9, "I 
find it difficult telling a sex partner not to do something 
I think is unsafe"; and Item 15, "It's easy for me to tell a 
sex partner what I do or don't like to do during sex"). All 
of the items in the sexual communication skills subscale 
failed at least one of the inclusion criteria and were 
subsequently removed from the measure. The means, standard 
deviations, Cronbach's Alpha coefficient, and correlations 
with the AIDS-risk score for each of the seven remaining 
subscales are presented in Table 4. Cronbach's Alpha 
coefficients ranged from .64 to .86 for the seven 
components.
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Table 4
Means. Standard Deviations. Cronbach's Alpha Coefficients, and 
Correlations With AIDS-Risk for each of the Seven AIDS Attitudes Factors
Variable Mean Std Dev Alpha R HIV Risk
SELFEFF 2.5063 2.7199 .86 .2247**
SOCNORMS 3.9177 2.3755 .72 .1630*
SELFLABL 8.0316 3.3736 .81 -.5126**
SEXEFF 2.8797 1.6253 .64 -.1720*
INTERPER 3.1582 2.2447 .71 .0036
ENJOYMNT 6.7468 2.6420 .67 .3857**
PERRISK 2.6519 2.5562 .78 .0786
Notes: * - Signif. LE .05 ** - Signif. LE .01 (2- tailed)
N = 158.
Factor Analyzed AIDS Attitude Scale and Predicting- AIDS-Risk 
Each of the seven AIDS attitude factors were then 
entered as the independent variables in a stepwise multiple 
regression equation predicting AIDS-risk behavior. The 
results of this analysis are presented in Table 5. Three of 
the seven factors (self-labeling, enjoyment, and sex- 
efficacy) achieved probability values sufficient for 
inclusion in the resulting regression equation. The three 
factors together accounted for approximately 3 6% of the 
variance in risk behavior (F[3,155] = 29.42, p<.0005). The 
remaining four factors combined account for less than 2.5% 
of the variance. The items in the self-labeling, enjoyment, 
and safe-sex efficacy subscales were retained in the AIDS 
attitude measure, while the remaining four factors were 
excluded from further analysis.
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Table 5
Stepwise M u ltip le  Regression Analysis on AIDS-Risk Measure using AIDS A ttitu d es  Factors
Step MultR Rsq AdjRsq F(Eqn) SlgF RsqCh FCh SigCh V ariab le BetaIn Cornel
1 .5200 .2704 .2657 57,812 .000 .2704 57.812 .000 In SELFLABL -,5200 -.5200
2 .5764 .3323 .3237 38.565 .000 .0619 14.365 .000 In ENJOYMNT ,2535 .3440
3 .6036 .3643 .3519 29.417 .000 .0320 7.757 .006 In SEXEFF -.1815 -.1610
4 .6128 .3755 .3592 23,002 .000 .0112 2,754 .099 In SELFEFF .1111 .2650
5 .6229 .3880 .3679 19.276 .000 .0125 3.106 .080 In INTERPER -.1232 .0214
6 .6231 .3883 .3639 15.973 .000 0002 .054 .817 In PERRISK .0157 .0772
7 .6231 .3883 .3597 13,602 .000 .0000 .009 923 In SOCNORMS -.0068 .1727
Notes : N = 158: d f  = 150; Steps 1-3 used SPSSX d e fa u lt p values fo r  en try  ( 10): steps 4-7  
continued th e  analysis beyond the entry c r ite r io n  u t i l i z in g  "forced entry" to  expose 
p ossib le  a d d itiv e  e ffe c ts . M ultR=M ultip le R, Rsq=Pf, AdjRsq=Adjusted R Squared, F(Eqn)=F, 
S ig F = P ro b ab ility  o f F. RsqCh=R  ̂ change, FCh=F o f th e  change, S igC h=Probability o f R̂  change, 
SELFLABL=Self-Labeling, SEXEFF-Safe Sex E ffic a c y , PERRISK-Perceived Risk, INTERPER= 
In terpersonal B arrie rs , SOCNORMS=Perceived Social Norms, SELFEFF=Self E fficac y .
Contrary to initial predictions, two of the three 
scales significantly related to AIDS-risk loaded in the 
opposite direction from predicted results. The analysis 
indicates that both self-labeling and belief in safe-sex 
efficacy scores were negatively correlated with AIDS-risk. 
Although both self-labeling and safe-sex efficacy were 
hypothesized to be negatively correlated with AIDS-risk, the 
coding of the original AIDS attitude scale reflected this 
hypothesis. Thus, a belief that one's behavior placed the 
individual at risk for HIV infection and the belief that 
safe sex is effective in preventing the spread of HIV were 
hypothesized to be related to lower risk scores and thus, 
were assigned lower scores on the AIDS attitude measure. 
However, the results indicate that these beliefs were 
associated with high risk behavior. In the case of self- 
labeling, subjects who reported greater levels of AIDS-risk 
behavior were more likely to report that their behavior
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placed them at greater risk of HIV infection. Furthermore, 
the lower a subject's score regarding his or her beliefs in 
safe-sex efficacy (i.e., the more the subject believed that 
safe sex could be employed to prevent HIV), the more likely 
he or she was to engage in higher risk behaviors. 
Consequently, the coding for each of the items in these 
subscales was reversed in the revised analysis.
Value-Access Disjunction
The value-access disjunction measure was also factor- 
analyzed using a principle components analysis. The items 
retained were determined in the same manner as for the AIDS 
attitude measure. The varimax rotation on this analysis 
produced an eight factor solution that accounted for 65.5% 
of the variance in the measure. Similar to the AIDS 
attitude measure, these eight factors were entered as the 
independent variables in a stepwise multiple regression 
equation with AIDS-risk behavior as the dependent variable. 
None of the eight factors entered the regression equation 
and the value-access measure was dropped from further 
analyses.
Revised Predictors of AIDS-Risk Behavior
The AIDS attitude scale including the self-labeling, 
enjoyment, and safe-sex efficacy subscales was reentered as 
an independent variable, along with the problem behavior 
measure to predict AIDS-risk. In addition, HIV transmission 
and prevention knowledge, age, gender, and the social
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desirability score were introduced as potentially 
influential independent variables. The results of this 
regression analysis are presented in Table 6.
Table 6
Revised Stepwise M u ltip le  Regression Analysis on the AIDS-Risk Measure 
Step MultR Rsq AdjRsq F(Eqn) SigF RsqCh FCh SigCh V ariab le  BetaIn Correl
1 .5987 .3584 .3543 87.140 ,000 .3584 87.140 .000 In
2 .6881 .4735 .4667 69.710 .000 .1151 33.901 .000 In
3 .7014 .4920 .4821 49.716 .000 .0185 5.595 .019 In
AIDSAH ,5987 .5987
PROBBEH .3748 .5615
AGE .1363 .1928
Notes : N = 158; d f = 155; MultR=Multipl e R. Rsq=R\ AdjRsq=Adjusted R Squared. F(Eqn)-F. SigF= 
P ro b a b ility  o f F. RsqCh=R’ change. FCh=F o f the change. S igC h=Probability o f R̂  change. 
PRDBBEH=Problem Behavior. AIDSATT=AIDS A ttitu d e s .
In the exploratory multiple regression analysis 
described in Table 6 above, the AIDS attitude questionnaire 
entered the equation first and accounted for nearly 3 6% of 
the variance associated with HIV risk (F [1,157] = 87.14,
p<.0005). Problem behavior also entered the equation and 
accounted for an additional 11% of the variance (£[2,156] =
69.71, p<0005). Finally, the age of the subject entered the 
equation predicting almost 2% of the variance (£[3,155] =
49.71, p<0005). Thus, the combination of the AIDS attitude 
measure, problem behavior, and age accounted for 
approximately 49% of the variance associated with AIDS-risk 
behavior is Sample 1. HIV transmission and prevention 
knowledge, social desirability, and gender did not enter as 
significant variables in this regression analysis.
To provide a more stringent exploration of the possible
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
53
effects of social desirability on the self-reporting of risk 
behaviors, a hybrid hierarchical-stepwise multiple 
regression analysis was performed (see Table 7). Social 
desirability was entered into the model first with the 
remaining independent variables entered afterwards in a 
stepwise fashion. After the first step of the analysis, 
social desirability accounted for over 4% of the variance in 
HIV risk behavior. However, it did not achieve a 
probability value (p<.05) sufficient to remain in the 
equation after the variance associated with the AIDS 
attitude scale was introduced. This finding provides 
evidence that although social desirability is correlated 
with the reporting of risk behaviors, it does not appear to 
override other aspects of self-report.
Table 7
Hybrid H ierarch ica l-S tep w ise  M u ltip le  Regression Analysis on the AIDS-Risk Measure
Step MultR Rsq AdjRsq F(Eqn) &igF RsqCh FCh SigCh V ariab le BetaIn Correl
1 .2056 .0423 .0361 6.886 .010 .0423 6.886 .010 In: SOCDESIR -.2056 -.2056
2 .6002 .3602 .3520 43.637 .000 .3180 77.032 ,000 In: AIDSATT .5864 .5987
3 .5987 .3584 .3543 87.140 .000 -.0018 .445 506 Out: SOCDESIR -.2056
4 .6881 .4735 .4667 69.710 .000 .1151 33.901 .000 In: PROBBEH .3748 .5615
5 .7014 .4920 .4821 49.716 .000 ,0185 5.595 .019 In: AGE .1363 .1928
Notes : N = 158; d f = 154; Step 1 entered 50C0ESIR h ie ra rc h ic a lly : steps 2-5 eyaluated the
remaining y a riab les  in  a stepwise an alysis . M ultR =M ultip le R, Rsq-R\ AdjRsq=Adjusted R 
Squared. F(Eqn)=F, S igF = P ro bab ility  o f F, RsqCh=R- change. FCh=F o f the change. SigCh= 
P ro b a b ility  o f R‘ change. SOCDESIR=Social D e s ira b il ity ,  AIDSATT=AIDS A ttitu d e s . PROBBEH  ̂
Problem Behayior.
Partial correlations and their probability values 
between independent and dependent variables controlling for
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social desirability are presented in Table 8. For 
descriptive purposes, Appendix L presents zero order 
correlations between social desirability and all study 
independent variables.
Table 8
P a rtia l C orre lations and P ro b a b ility  Values Between Ma.ior 
Study Variables C o n tro lling  fo r  Social D e s ira b il ity
HIVRISK AIDSATT PROBBEH DISJUNCT
HIVRISK 1.0000 .5492 .4797 - .0271
P= .000 P= .000 P= .000 P= .368
AIDSKNOW .0672 1483 -.0201 .0420
P= .202 P= .032 P= .401 P= .301
AIDSATT .5492 1. 0000 .3792 .0972
P= .000 P= .000 P= .000 P= .113
PROBBEH .4797 3792 1.0000 0872P= .000 P=' .000 P= .000 P=' .139
DISJUNCT -.0271 0972 - 0872 1. 0000
P= .368 P= .113 P= .139 P= 000
AGE .1378 0723 .0544 0359
P= .043 P=' .184 P- 249 P=' 328
GENDER -.0724 1463 -.2781 2332
P= .184 P=' 034 P- .000 P= .002
Notes: N=158: df=155 (" . " IS p rin te d  ia  a c o e ff ic ie n t  cannot be computed)
Replication and Cross-Validation
The revised stepwise multiple regression analysis was 
replicated with Sample B,- not to do so would leave open the 
likelihood that the regression equation derived from Sample 
A subject responses was simply a description of random 
variability in that samples responses. Hence, two types of 
analyses were performed: a replication of the stepwise 
procedure from Sample A; and a cross-validation of the 
predictions made from the Sample A regression equation by
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correlating the predicted values for Sample B subjects with 
the observed scores on the AIDS-risk questionnaire.
Replication : Using a randomly selected subset of 82 
subjects withheld from the initial analysis, the AIDS 
attitude measure, problem behavior, and age as predictors of 
AIDS-risk behavior, the stepwise multiple regression 
analysis was replicated with Sample B. In this analysis, 
reported AIDS-risk behavior was again entered as the 
criterion variable with AIDS attitudes, problem behavior, 
age, AIDS transmission and prevention knowledge, gender, and 
social desirability entered (in that order) as predictor 
variables. The results of this analysis are presented in 
Table 9.
Table 9
R ep lica tio n  o f th e  Stepwise M u ltip le  Comparison on the AIDS-Risk Behavior Measure 
Step MultR Rsq AdjRsq F(Eqn) SigF RsqCh FCh SigCh V ariab le  BetaIn Correl
1 .5257 .2764 .2673 30.553 .000 .2764 30.553 .000 In
2 .5817 .3383 .3216 20.199 .000 .0620 7.400 .008 In
3 .6202 .3846 .3609 16.249 .000 .0463 5.862 ,018 In
PROBBEH ,5257 .5257
AIDSATT .2936 .4897
AGE .2192 .3022
Notes : N = 82: d f = 79; Mu1tR=Multiple R. Rsq=R\ AdjRsq=Adjusted R Squared, F(Eqn)=F, SigF= 
P ro b a b ility  o f F. RsqCh=R  ̂ change, FCh=F o f the change, S igC h-P rob ab ility  o f R̂  change. 
PROBBEH=Problem Behavior, AIDSATT=AIDS A ttitu d e s .
As in the main analyses, problem behavior, AIDS 
attitudes, and age entered the stepwise multiple regression 
equation, while the other variables did not meet the 
probability requirement for inclusion. However, the order
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of entry for AIDS attitudes and problem behavior was 
reversed in the validity sample. In this sample, problem 
behavior entered the equation first and accounted for over 
27% of the variance in risk behavior (F[l,81] = 30.553, 
P<.0005). AIDS attitudes (F[2,80]=7.400, p=.008) and age 
(F[3,79]=5.862, p=.018) accounted for an additional 6% and 
4% of the variance, respectively. The three variables 
together accounted for approximately 3 8% of the variance in 
AIDS-risk behavior.
Contrary to previous studies (Ekstrand & Coates, 1990; 
Hayes et al., 1990), age was found to be positively 
correlated with HIV risk in this study. The findings in the 
current may be an artifact of analyzing both sexually active 
subjects, and sexually inexperienced individuals together. 
Both Ekstrand & Coates (1990) and Hayes et al. (1990)
examined sexually active subjects and found higher rates of 
anal intercourse in younger individuals. When the 200 
sexually active subjects in this study (both samples 
combined) were analyzed, the correlation between age and 
AIDS-risk dropped to .10 and was non-significant. Thus, it 
appears that the relationship between age and AIDS-risk 
found in this study is effected by the inclusion of non- 
sexually active subjects in the analyses.
Cross-Validation
The same 82 randomly selected cases from Sample B were 
also used to validate the regression model produced from the
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analyses on Sample A. A predicted AIDS-risk value for each 
Sample B subject was calculated by incorporating the 
intercept value (constant) and the Beta coefficients for 
each of the predictor variables produced in the analyses on 
Sample A. The equation used to compute predicted AIDS-risk 
behavior in Sample A was :
Predicted Risk = -3.6341 + .5401(AIDSATT) + .2605(PROBBEH) + .1287(AGE)
The observed AIDS-risk behavior values in Sample A and 
the predicted (calculated) risk behavior values in Sample B 
were then correlated with these predicted values, achieving 
a Pearson correlation coefficient of +.61 (N=82; p<.0005). 
Thus, the predicted AIDS-risk values accounted for 
approximately 3 6% of the variance in AIDS-risk behavior in 
Sample B. This is strong support, using a conservative 
estimation method, for the robustness of the relationship 
between AIDS-risk behavior, AIDS related attitudes, and 
problem behavior.
Social Desirability
The social desirability measure did not enter as a 
significant component in any of the previous multiple 
regression analyses. For descriptive purposes, Appendix M 
presents the pearson correlation coefficients and
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significance values between each of the AIDS-risk items and 
the Jackson Social Desirability Scale (JSD). The 
correlation between AIDS-risk behavior and the JSD was -.18. 
Although five of the items are statistically correlated with 
social desirability, only the reported frequency of drug use 
in conjunction with sexual activity, the frequency of 
alcohol use and sex, and the time between meeting a partner 
and first sexual contact with them were correlated above the 
+/-.2 level. Sexual contacts involving drug use had the 
highest correlation with AIDS-risk behavior (-.34), while 
alcohol use in conjunction with sexual activity showed the 
next highest (-.26) relationship to social desirability.
Overall, reported problem behavior was also related to 
social desirability (-.33) (see Appendix J ) . Similar to the 
AIDS-risk questionnaire, items relating to substance use had 
some of the highest correlations with the social 
desirability measure (marijuana, hashish, -.29; other drugs, 
-.26), while "taking things that didn't belong to you" was 
also correlated (-.28). Overall, it appears that college 
students, responding in a socially desirable manner, 
significantly underreport their involvement in problem 
behaviors.
The AIDS attitude measure was correlated with social 
desirability at the -.21 level (See Appendix N ) . The self- 
labeling items were most associated with socially desirable 
responding (AA4, .31; AAIO, .32; AA16, .28), while the
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interpersonal barriers, self-efficacy, and perceived social 
norms subscales each had one item correlated above -.20.
All other correlation coefficients were below +/-.20. 
Exploratory Analyses
Several exploratory analyses were conducted to examine 
possible relationships between demographic variables and the 
experimental variables (See Appendices O and P). These 
analyses are likely to capitalize on random error and are 
presented for descriptive purposes only. In these analyses, 
the data from both samples was combined and analyzed 
together. In addition to previously identified 
relationships, Appendix 0 also shows a small, but 
statistically significant positive correlation between age 
and AIDS-related attitudes (r=.l9). As the subject age 
increased, the number of expressed attitudes that 
potentially put them at higher risk for HIV infection also 
increased. AIDS attitudes and problem behavior were also 
correlated (r= +.46). Those individuals who expressed a 
greater frequency of risk related attitudes also reported 
engaging in more problem behaviors.
With regard to gender differences, there were 
statistically significant tendencies for men to report more 
HIV risk behaviors (r= -.13) and for women to report greater 
value expectancy disjunctions (r= +.13) and respond in a 
socially desirable fashion (r= +.15). Of more clinical 
significance perhaps, men were more likely to report more
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risky AIDS-related attitudes (r= +.21) and engage in more 
problem behaviors (r= +.32). The mean frequencies of 
reported risk variables are compared by gender in Appendix 
P. In addition, Apeendix Q presents the mean comparisons by 
gender for each of the sexual behaviors reported in the 
HIVRISK measure. Overall, male subjects reported a greater 
prevalence of AIDS-risk behavior, problem behavior, and 
risk-related AIDS attitudes, as well as more sexual contacts 
under the influence of alcohol and a shorter period of time 
between first meeting a potential sexual partner and first 
sexual contact. Female subjects scored higher on the social 
desirability scale and expressed greater value-access 
disjunctions.
Appendix P also presents the correlations between 
subscale scores on the AIDS attitude measure and other 
significant independent variables in this study. With 
respect to age, the enjoyment value of higher risk sexual 
behaviors tended to increase with age (r= +.15), while the 
perceived interpersonal barriers to safe sex decreased with 
age (r= -.15). Higher self-efficacy (r= -.32), greater 
enjoyment of risk behavior (r= -.34), and a greater 
perceived risk of risky sexual behaviors (r=-.30) were all 
correlated with male respondents. Interpersonal barriers to 
safe sex was slightly associated with women responders (r= - 
.17) . In addition to the subscales retained in the revised 
AIDS attitudes measure, self-efficacy (r= -.25) and
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perceived social norms (r= -.16) were also statistically 
correlated with AIDS-risk behavior. Finally, of the AIDS 
attitude subscales, only safe-sex efficacy and the perceived 
risk of sexual behaviors were not correlated with problem 
behavior (See Appendix P).
Discussion
Sexual Behavior
The university students in this study reported 
significant amounts of AIDS risk behavior. Nearly 84% of 
the students in this sample reported having sexual 
intercourse with at least one person in their lifetime and 
37% report 6 or more lifetime partners. Of the current 
sexually active students, only 45% of them state that they 
use condoms more than "sometimes"; and only 28% of the 
individuals report that they use a condom "everytime" they 
have sexual intercourse. Furthermore, 31% of sexually 
active subjects reported that they have had sexual 
intercourse with a person within a day of meeting them.
These figures are consistent with those found in other 
studies (Fisher & Misovich, 1990; DiClemente et al., 1990; 
DeBuono, Zinner, Daamen & McCormack, 1990) and suggest that 
the university students in this sample are not different 
from subjects in previous studies with respect to the self- 
reported sexual behavior assessed in this study. The 
figures also support the notion that the college years may
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be a time when people are particularly likely to engage in 
high levels of sexual risk-taking and sexual 
experimentation. The results suggest that educational, 
motivational, and behavioral skills training programs aimed 
at reducing HIV-risk behavior are of critical importance 
and may be potentially influential with this population.
HIV Transmission and Prevention Knowledge
Also consistent with previous work (Sheehan et al., 
1990; Loos & Bowd, 1989; DiClemente et al., 1990), the 
students in this study demonstrated high levels of HIV 
transmission and prevention knowledge. Generally speaking, 
educational programs have effectively spread information 
regarding transmission and prevention of HIV. It would 
appear then, that the first of the AIDS prevention goals 
(AIDS education) is being met for the vast majority of 
college students. Certainly, students in this sample still 
express informational "grey areas" such as the increased 
risk of HIV infection during a woman's menstrual period. 
However, most of the uncertainty reported seemed to involve 
information that is still a topic of considerable debate, 
or that has only recently been reported in the medical 
literature. Certainly, prevention efforts should continue 
to disseminate basic prevention information and updated 
medical findings as they become available. However, most 
current studies are reporting relatively high rates of HIV 
transmission and prevention knowledge in their subjects.
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As Fisher & Fisher (1992) suggest, perhaps more of the 
current prevention efforts would be effectively focused on 
addressing motivations for AIDS risk behavior and teaching 
risk reduction behavioral skills at a time when most 
individuals are formulating and developing ideas about what 
it means to be sexually active. That is, age appropriate 
prevention efforts are needed to provide AIDS information 
and behavioral skills training from kindergarten through 
secondary school (Citizens commission of AIDS for New York 
City and Northern New Jersey, 1991).
Predicting HIV Risk
This study suggests that attitudes about AIDS-related 
sexual behavior and the reported occurrence of problem 
behaviors are both related to self-reported AIDS-risk 
behavior in university students. Age is also related to 
risk behavior, but this factor is not significant once 
those individuals who are not sexually active are removed 
from the analysis. Likewise, age is logically confounded 
with opportunity for sexual experience.
Although initial analyses suggested that the AIDS- 
related attitudes measured in this study were not related 
to sexual risk taking, further analysis of the AIDS 
attitude measure found that initial findings reflected 
inaccurate assumptions about the relationship between the 
AIDS attitude subscales and reported AIDS-risk behavior.
The self-report of other problem behaviors was
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consistently associated with sexual risk taking. The fact 
that this relationship between AIDS-risk behavior, AIDS- 
related attitudes, and problem behavior was found in 
initial and revised analyses, as well as a second 
replication sample, suggests that these linkages are 
robust. Finally, the hypothesized relationship between the 
measure used for assessing value-access disjunction and 
AIDS-risk behavior was not supported by the evidence in 
this study.
The AIDS Risk Reduction Model
The AIDS Risk Reduction Model (ARRM) represents an 
important attempt to highlight the process of behavior 
change related to AIDS-risk behaviors. This study provides 
empirical evidence that some of the attitudes presented in 
ARRM are related to high risk sexual behavior.
Specifically, these findings suggest that university 
students' perceived risk of HIV infection (self-labeling), 
enjoyment value associated with sexual behaviors, and 
beliefs in the efficacy of safe sex in preventing HIV 
infection are important predictors of AIDS-risk.
Contrary to the "perceived invulnerability" 
literature, this study found evidence that most college age 
students are able to estimate the risk, with respect to HIV 
infection, of the behaviors in which they engage. Rather 
than engaging in "repression" or "denial" as a means of 
rationalizing high risk behaviors, the college students in
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this sample expressed not only a high degree of knowledge 
regarding HIV transmission and prevention, but also 
concerning the ability to label their own behavior as 
potentially risky. Nevertheless, most students in this 
sample continue to engage in frequent sexual risk behaviors 
including unprotected vaginal and oral intercourse. Thus, 
while college students are able to acknowledge their 
behavior as potentially risky for HIV infection, the 
majority of sexually active students continue to practice 
the behaviors that place them at risk. It would seem that 
the perceived consequences and rewards of the competing 
behavioral alternatives {safe sex or not safe sex) still 
favor the more risky sexual practices for most college age 
individuals. Perhaps the risk of HIV infection associated 
with each of these behaviors is perceived to be less 
important/significant than the perceived immediate 
consequences safer practices. While the majority of 
subjects in this sample recognize the potential hazards 
involved with their sexual behavior, these hazards 
presumably do not outweigh the reinforcement value 
associated with riskier sexual practices and thus, may be 
viewed as "acceptable risks."
The findings also reinforce a common-sense deduction 
that the enjoyment value associated with various sexual 
behaviors is an important component in the maintenance of 
those behaviors. Again, this relationship exists even
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though subjects also expressed high levels of HIV 
transmission and prevention knowledge. High risk sexual 
behaviors are perceived to be enjoyable for the majority of 
the subjects who engage in them. These findings support 
the movement of prevention efforts towards highlighting the 
enjoyment value of safer behaviors, both sexual and 
nonsexual. If safe sex practices are to be viewed as 
realistic alternatives to higher risk activities, they need 
to be presented as specific, acceptable, and enjoyable 
substitutes to the original riskier behaviors. Such 
presentations will ideally include explicit teaching of 
condom use and other appropriate safe sex practices that go 
beyond didactic or observational approaches, such as 
"banana and condom" displays, which incidental observation 
suggests is currently a modal form of instruction.
The third attitude related to higher reported AIDS- 
risk behavior was the belief that safe sex reduces one's 
risk of HIV infection. On the surface, this finding seems 
somewhat contradictory. Understanding that safe sex 
behaviors reduce the risk of HIV infection should support 
and reinforce the change to more preventative practices. 
However, individuals who understand the pathways of HIV 
transmission and believe in the efficacy of preventive 
behaviors engage in more AIDS-risk behaviors. One possible 
speculation is that prevention knowledge leads to a false 
sense of security that enables the individual to feel
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protected from the disease. In this case, a little bit of 
knowledge may be worse than none at all. For example, if 
an individual believes he or she understands how the virus 
is transmitted, he or she may also believe that he or she 
can identify the "type of person" who would carry the virus 
and consequently, attribute his or her own sexual partners 
as low risk individuals. Alternatively, individuals who 
engage in more frequent sexual behavior are likely to be 
more knowledgeable about sex and sex related issues. Thus, 
they may be more knowledgeable regarding the efficacy of 
safe sex practices. Regardless, this finding suggests that 
accurate information about safe-sex efficacy alone is not 
sufficient to promote lower risk sexual behavior and may 
even be associated with riskier sexual practices in college 
age students.
The other five variables represented in Hays et al's. 
(1990) questionnaire did not serve as useful predictors of 
AIDS-risk behavior in this sample. Attitudes related to 
self-efficacy, interpersonal barriers, perceived risk, 
perceived social norms, and sexual communications skills 
were not significantly correlated with AIDS-risk behavior 
in this study. It is conceivable that these variables may 
have more influence in individuals at the ends of the risk- 
taking spectrum. For example, McKusick et al's. (1989) 
relationship between low self-efficacy with high risk 
behavior was reported in gay males reporting high levels of
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anal intercourse. Perhaps self-efficacy, and the other 
AIDS attitude variables, play more of a role in individuals 
at the high and low ends of the risk-taking spectrum than 
they do across the entire range of reported sexual risk 
behavior.
Problem Behavior
The study found strong support for a relationship 
between reported AIDS-risk behavior in university students 
and a constellation of other problem behaviors. From 
driving under the influence of alcohol, to using alcohol 
and other drugs, to skipping university classes, a wide 
variety of problem behaviors were found to be positively 
correlated with, and predictive of AIDS-risk behavior.
To date, the gay community and IV drug users have been 
singled out in prevention efforts based on a direct link 
between their behavior and transmission of HIV. Although 
one cannot conclude that there is a direct link between the 
kind of problem behavior represented in this study (e.g. 
seatbelt usage) and the transmission of HIV, one might 
suggest that individuals who do not frequently wear 
seltbelts are more likely to take other risks in their 
lives. These risks might include a higher prevalence of 
AIDS-risk behaviors and consequently, an increased 
probability of HIV infection. These so-called "problem 
behaviors" might be conceptualized as indirect or "second- 
order" risk factors. Thus, while driving without a
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seatbelt does not directly lead to the transfer of bodily 
fluids and potential HIV infection, it may be indicative of 
college students who are more likely to be engaging in 
higher levels of AIDS-risk behavior.
The practical implications of these findings suggest 
that prevention efforts might well be focused on settings 
designed to address and manage these "second-order 
behaviors." For example, HIV and AIDS prevention efforts 
might be efficiently distributed and incorporated into the 
curriculums of drug and alcohol rehabilitation programs, 
driver training and retraining centers, juvenile and adult 
correctional programs, and university academic 
advising/tutoring offices.
A more global and ominous interpretation is that a 
pervasive pessimistic nihilism (as evidenced by higher 
suicide and homicide rates among youth) overrides 
consideration of specific behavioral pathways potentially 
leading to self-destructive behaviors. This interpretation 
highlights the importance of the motivational aspects that 
support AIDS-risk behavior. While knowledge of HIV 
transmission and prevention information as well as 
behavioral skills training are importance components, no 
prevention program is complete unless it addresses the 
variety of motivations that serve to support and maintain 
AIDS-risk behavior.
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Value-Access Disjunction
Relevant to the above pessimistic interpretation, the 
study did not find significant evidence that the value- 
access disjunction construct, as conceptualized in this 
experiment, was useful in predicting AIDS-risk behavior. 
However, it is likely that the disjunction measures 
presented in this study were not representative of 
important and relevant value concerns for the current 
sample of subjects. Disjunctions associated with 
personally selected and endorsed values might be a timely 
addition to this line of inquiry. Such an approach would 
likely be a more accurate reflection of individual 
expectations and needs for satisfaction, or lack thereof 
and thus, be a better predictor of risk behavior.
Social Desirability
Responses to AIDS-risk behavior, AIDS attitude, and 
problem behavior questionnaires appear to be influenced by 
perceived social demands regarding the behaviors. 
Specifically, all three variables were underreported by 
individuals responding in a socially desirable manner. 
However, these effects appear to be rather small and likely 
influence each of the variables in a similar manner. It is 
possible the influence of social desirability served to 
reduce the predictive power of the independent variables by 
restricting the range of responses to all three variables. 
With greater response variability, it seems likely that
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AIDS attitudes and problem behavior measures would predict 
more of the variance associated with sexual risk-taking. 
Other Considerations
One of the limitations of this study is the 
correlational nature of the design. This study attempts to 
establish relationships between AIDS-risk related 
variables, not causal connections between AIDS-risk 
behavior and other problem behaviors or AIDS-related 
attitudes. Consequently, this study is unable to draw 
directional implications regarding the associated 
variables. For example, one might hypothesize that problem 
behavior is a precursor to high risk sexual behavior and 
thus, be an excellent indicator of at-risk individuals. 
However, the exploratory nature of this study does not 
provide any evidence to evaluate this rival hypothesis. 
Future research in this area might utilize a structural 
equations model as a means of examining the causal pathways 
of AIDS-risk behavior (Fisher & Fisher, 1992).
Another important consideration regarding 
generalizations that follow from the present findings 
relates to the potentially heterogeneous nature of the 
dependent measure. The AIDS-risk measure developed in this 
study incorporated the variance associated with a variety 
of sexual behaviors into a single construct (i.e. AIDS- 
risk) . Perhaps the variability and predictability of 
discrete aspects of individuals behaviors (e.g. vaginal
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intercourse, condom use, number of partners, etc.) would 
represent a more precisely measurable behavior that would 
better lend itself to evaluating theory driven material 
such as the AIDS Risk Reduction Model.
Conclusions
This study notes that continuing updates and revisions 
to AIDS prevention curricula are needed to address emerging 
needs. AIDS transmission and prevention information, 
behavioral skills training, and a focus on the motivations 
which support high risk sexual behavior need to be included 
in prevention programs from kindergarten through adulthood. 
Specifically, the enjoyment value associated with AIDS-risk 
behavior as well as the individual's ability to evaluate 
their own behavior with respect to AIDS-risk are 
particularly salient variables. Additionally, prevention 
efforts may focus on the possible similarities between 
motivations for AIDS-risk behavior and other problem 
behaviors.
This study furthers the understanding of the 
relationship between problem behavior, AIDS related 
attitudes, and AIDS-risk behavior in college age students; 
and provides directions for future research and prevention 
efforts. It provides further evidence that college and 
university campuses are environments conducive to a variety 
of risk behaviors and that college students are a 
population at-risk for HIV infection.
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APPENDIX A -- DEMOGRAPHIC INFORMATION
Part 1: Please do not put your name anywhere on this
questionnaire. Try to answer all questions to the best of 
your ability. Please complete all sections of the 
questionnaire as indicated. Remember that your answers are 
anonymous, so please be as honest as possible. If you have 
any questions, please ask.
1. Age :______________
2. Gender: A. Male B. Female
3. Race : _______________________________
4. Religious affiliation :
5. Academic Major: ______
6. Relationship Status : (circle one)
A. Single B. Married C. Divorced D. Widowed E. Separated
7. If not married, are you currently in relationship with a 
significant other : Yes / No.
If yes, is it a monogamous relationship : Yes / No
If yes, how long: _______ L_________L_______
Weeks Months Years
8. At what age did you first have sexual intercourse.
A. Have never had sexual intercourse
B. Age at first intercourse___________
9. Do you define your sexual orientation as primarily:
A. Heterosexual B. Homosexual C. Bisexual
10. Year in school: (circle one)
A. First Year
B . Sophomore
C. Junior
D. Senior
E . Graduate
F. Graduate-Non-degree
11. Are you currently living in a(n):
A. House
B . Apartment
C. College Dormitory (residence hall)
D. Fraternity or Sorority House
E. Other: _____________ _________ ____________ ____________
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12. If you live in a residence hall, is your floor :
A. Coeducational
B. Single sex with unlimited visitation
C. Single sex with limited visitation
13. Have you ever personally known anyone who contracted the 
AIDS virus.
A. Yes B. No
If yes, was this person:
A. A close relative
B. A close friend
C. A friend
D. A causal acquaintance
E. Someone you met once or twice.
14. How many hours of television do you watch each day.
A. Less than 1 hour
B. 1-2 hours
C. 2-4 hours
D. 4-6 hours
E. More than 6 hours every day
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APPENDIX B -- HIV-RISK QUESTIONNAIRE
Part 6; In this section, we are interested in how often you 
engage in various sexual behaviors. Please remember that this 
questionnaire is anonymous. Do not put your name anywhere on 
your answer sheet or the questionnaire.
1. How many times have you engaged in vaginal intercourse in the 
past month.
A. None
B. Once
C. 2-5 times
D. 6-10 times
E . 11 or more times
2. How many times have you engaged in anal intercourse in the 
past month.
A. None
B . Once
C. 2-3 times
D. 4-6 times
E. 7 or more times
3. How many times have you given oral sex in the past month.
A. None
B. Once
C. 2-3 times
D. 4-6 times
E. 7 or more times
4. How many times have you received oral sex in the past month.
A . None
B . Once
C. 2-3 times
D. 4-6 times
E. 7 or more times
5. With how many different partners have you had sexual 
intercourse in the past year.
A . None
B. 1 only
C. 2-3 partners
D. 4-6 partners
E. 7 or more partners
6. With how many different partners have you had sexual 
intercourse in your lifetime.
A. None
B. 1 only
C. 2-5 partners
D. 6-15 partners
E. 16 or more partners
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7. How often have you (or your partner) used condoms when having 
sex in the last month.
A. No regular partner or did not have penetrative sex
B. Every time
C. Often
D. Sometimes
E. Rarely or never
8. What is the shortest time period you have known a potential 
sexual partner before becoming sexually active with them.
A. Have not been sexually active
B . More than 1 month
C. 1 week to 1 month
D. 2 days to 1 week
E . 1 day
9. Have you ever had sex with someone you recently met primarily 
because you were drunk.
A. Never
B. 1 time
C. 2-5 times
D. 6-10
E. 11 or more times
10. How often are you under the influence of drugs or alcohol 
when performing sexual behaviors.
A. Never
B. Rarely
C. Sometimes
D. Often
E . Almost Always
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APPENDIX C -- AIDS ATTITUDE QUESTIONNAIRE
Part 5: In this section, we are interested in how you think
about various sexual behaviors and safe sex practices. For each 
of the questions in this section, please circle the response from 
Strongly Agree to Strongly Disagree that best describes your 
reaction to the statement.
1. I can get a person I'm having sex with to use condoms if I 
want them to.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
2. Most of my friends think you should always use a condom when 
having intercourse.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
3. It is easy for me to tell a sex partner I won't have 
intercourse without a condom.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
4. There is little chance that I could catch or spread AIDS from 
what I do sexually.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
5. People who follow 'safe sex guidelines' can usually avoid 
getting the AIDS virus.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
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6. If I suggested using condoms to a person I was having sex 
with, he or she might be offended.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
7. If someone I'm having sex with doesn't want to follow safe 
sex guidelines, there is little I can do about it.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
8. Most of my friends think that condoms are too much of a 
hassle to use.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
9. I find it difficult telling a sex partner not to do something 
I think is unsafe.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
10. My sexual behavior is risky for catching AIDS.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
11. People who always use condoms will probably not get the AIDS 
virus.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
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12. If I insisted upon a condom, my sex partner might think that
I am infected with the AIDS virus.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
13. If someone I'm having sex with does not want to use a condom,
there is little I can do about it.
A. Agree Strongly
B . Agree
C . Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
14. Most of my friends think you should avoid intercourse 
without condoms.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
15. It's easy for me to tell a sex partner what I do or don't 
like to do during sex.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
16. I don't do things that could cause me to catch AIDS.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
17. If I requested a partner I was having sex with that we use a 
condom, he or she might think that I suspect them of being 
infected with the AIDS virus.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
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18. If someone I'm having sex with starts to do something unsafe,
there is little I can do about it.
A. Agree Strongly
B . Agree
C. Neither Agree Nor Disagree
D. Disagree
E. Disagree Strongly
Instructions: For each sexual activity, circle the number that
best shows how much you enjoy or think you might enjoy doing that 
activity with a partner. Please circle the number for each 
sexual activity whether you have done it or not.
How much do you enjoy or think you would you enjoy:
19. Vaginal intercourse where the male does not were a condom.
A. Enjoy Very Much
B . Enj oy
C. Neither Enjoy or Dislike
D. Dislike
E. Dislike Very Much
20. Unprotected (without a condom) oral intercourse.
A. Enjoy Very Much
B . Enj oy
C. Neither Enjoy or Dislike
D. Dislike
E. Dislike Very Much
21. Unprotected anal intercourse.
A. Enjoy Very Much
B . Enj oy
C. Neither Enjoy or Dislike
D. Dislike
E. Dislike Very Much
Instructions: How risky (for you to get AIDS) do you think the
various sexual activities listed below are, if you were to do 
them with a partner whose antibody status (that is, whether the 
partner is HIV-positive) is unknown to you.
22. Vaginal intercourse where the male does not wear a condom.
A. Not At All Risky
B. Slightly Risky
C. Moderately Risky
D. Very Risky
E. Extremely Risky
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23. Unprotected (without using a condom) oral sex.
A. Not At All Risky
B. Slightly Risky
C. Moderately Risky
D. Very Risky
E . Extremely Risky
24. Unprotected anal intercourse.
A. Not At All Risky
B. Slightly Risky
C. Moderately Risky
D. Very Risky
E. Extremely Risky
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APPENDIX D -- PROBLEM BEHAVIOR QUESTIONNAIRE
Part 4: In this section, we are interested now on how often you
do different things. Again, your answers are anonymous and no 
one else will ever see your answers.
How often have you;
1. Smoked cigarettes prior to age 18.
A. Never
B . Once or Twice
C. Several Times
D. Very Often
2. Taken things that didn't belong to you.
A . Never
B. Once or Twice
C. Several Times
D. Very Often
3. Faked an excuse for missing classes or school (include high 
school).
A. Never
B. Once or Twice
C. Several Times
D. Very Often
4. Gotten into trouble with the law.
A . Never
B. Once or Twice
C. Several Times
D. Very Often
5. Driven when you've had a good bit to drink.
A. Never
B. Once or Twice
C. Several Times
D. Very Often
6. Copied other peoples' assignments for class (plagiarized 
homework).
A . Never
B. Once or Twice
C . Several Times
D. Very Often
7. Cheated on tests.
A. Never
B. Once or Twice
C. Several Times
D. Very Often
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8. Done things on the spur of the moment which you later 
regretted or which could have been dangerous to you or other 
people.
A. Never
B. Once or Twice
C. Several Times
D. Very Often
9. Gotten into physical fights with other people.
A. Never
B. Once or Twice
C. Several Times
D. Very Often
10. Gone to drinking (alcohol) parties when you were underage.
A. Never
B. Once or Twice
C. Several Times
D. Very Often
11. Lied to an instructor about illness, travel, etc. to avoid a 
grading problem.
A. Never
B. Once or Twice
C. Several Times
D. Very Often
12. Driven a car without a valid driver's license.
A. Never
B. Once or Twice
C. Several Times
D. Very Often
13. Driven a car without wearing a seatbeat.
A. Never
B. Once or Twice
C. Several Times
D. Very Often
14. Chosen not to attend a class meeting for a course which you 
were enrolled in (don't count times when this was permitted 
by the instructor)
A. Never
B. Once or Twice
C. Several Times
D. Very Often
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15. Not Studied for a test because you chose instead to involve 
yourself in some recreational activity.
A . Never
B . Once or Twice
C. Several Times
D. Very Often
16. Smoked marijuana, hashish, or other cannabis?
A. Never
B. Once or Twice
C. Several times
D. Very Often
17. Smoked crack cocaine or other smokable drug please list;
A . Never
B. Once or Twice
C. Several Times
D. Very Often
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APPENDIX E -- AIDS KNOWLEDGE QUESTIONNAIRE
Part 3; In this section, we are going to ask you some questions 
regarding AIDS. If you agree with the statement in the question, 
circle the response marked "True". If you disagree with the 
statement in the question, circle the response marked "false".
We hope you will answer these the questions seriously and 
carefully, even if some seem funny to you.
1. AIDS is a medical problem in which your body cannot fight 
off disease.
A . True
B. False
2. AIDS is caused by a virus.
A . True
B. False
3. Stress can give you AIDS.
A . True
B. False
4. If you touch someone with AIDS you can get AIDS.
A . True
B. False
5. All gay men have AIDS.
A . True
B. False
6. What you eat can give you AIDS.
A . True
B. False
7 . Anybody can get AIDS.
A . True
B. False
8. AIDS can be cured.
A . True
B. False
9. Women are more likely to get AIDS during their menstrual 
period.
A. True
B. False
10. AIDS is not at all serious, it is like having a cold.
A . True
B. False
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11. AIDS is caused by the same virus that caused V.D.
A . True
B. False
12. Just being around someone can give you the disease.
A . True
B. False
13. Having sex with someone who has AIDS is one way of getting 
the disease.
A . True
B . False
14. A pregnant woman who has AIDS, may give the disease to her 
unborn baby.
A . True
B. False
15. Using a condom during sex can lower your chance of getting 
AIDS.
A . True
B. False
16. You can get AIDS by sharing a needle with a drug user who 
has the disease.
A . True
B. False
17. People with AIDS usually have lots of other diseases as a 
result of AIDS.
A . True
B. False
18. We now have new medication which can prevent you from 
getting AIDS.
A . True
B. False
19. There is no cure for AIDS.
A . True
B. False
20. I can avoid AIDS by exercising daily.
A . True
B. False
21. Receiving a blood transfusion with infected blood can give a 
person AIDS.
A . True
B. False
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22. AIDS can be spread by using someone's personal belongings 
like a comb or a hairbrush.
A . True
B. False
23. AIDS can be cured if treated early.
A . True
B. False
24. A person who looks good and feels well can still be infected 
with AIDS.
A . True
B. False
25. Even the smallest amount of blood left in a used needle can 
contain the AIDS virus.
A . True
B. False
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APPENDIX F - -  VALUE-ACCESS DISJUNCTION QUESTIONNAIRE
Part 2; In this section, we want to know how strongly you would like 
or want certain things to happen. How strongly you would like 
something can be shown by putting an “X" somewhere along a line that 
runs from NEITHER LIKE NOR DISLIKE, at one end, to LIKE VERY MUCH, at 
the other end.
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MUCH
When you like something very much, you can show this by making an 
"X" toward the end that says LIKE VERY MUCH. If you don't care about 
something, one way or the other, you can show that by making an "X" 
toward the other end NEITHER LIKE NOR DISLIKE. If you feel somewhere 
in between about something, put an "X" somewhere toward the middle of 
the line. Your "X" can be anywhere along the line, depending on how 
strongly you would like or want a certain thing to happen.
Remember, in this section we are not asking about what actually 
does happen to you, or what you expect to happen. We want to know how 
much you would like these different things to happen. Each question 
should be answered by itself. Don't worry about how you have answered 
the others. There are no right or wrong answers.
1. How strongly do I like:
To be well-liked by most of the people around here.
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2. How strongly do I like:
To be able to get my ideas across in class.
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3. How strongly do I like:
To be asked to take part in many social activities.
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4. How strongly do I like:
To be in the top half of my class at graduation.
0 10 20 30 40 50 60 70 80 90 100
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5. How strongly do I like:
To be thought of as a best friend by several persons around 
here.
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6. How strongly do I like:
To get on the Dean's (honor roll) list this year.
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7. How strongly do I like:
To have groups to show real pleasure when I join them.
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8. How strongly do I like:
To be able 
work.
to answer other students' questions about school
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9. How strongly do I like:
To be one of the most popular undergrade on campus.
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10. How strongly do I like:
To be thought most likely to amount to something by my 
instructors.
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11. How strongly do I like:
To go out of my way to help others •
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12. How Strongly do I like:
To understand new material quickly in class.
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13. How strongly do I like:
To have friends want to do things with me during vacations
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14. How Strongly do I like:
To be well-prepared for class discussion.
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15. How Strongly do I like:
To get along well with most of the students.
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16. How strongly do I like:
To win a scholarship while in college.
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17. How strongly do I like:
To be in on the fun that goes on around here.
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18. How strongly do I like:
To get at least a B average this year.
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19. How strongly do I like:
To have other students enjoy having me around.
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20. How strongly do I like:
To be considered a bright student by my instructors.
0 10 20 30 40 
! ! 1 1 1
50 60 70
1 1 1
8011
90 100
1
NEITHER 
LIKE NOR 
DISLIKE
LIKE LIKE VERY 
MUCH
21. How strongly do I like:
To openly express my appreciation of others.
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22. How strongly do I like:
To have good enough grades to go on to the profession, 
training program, or graduate school if I want to.
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23. How strongly do I like:
To do things with the groups just because I like being with 
them.
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24. How strongly do I like:
To be thought of as a good student by my classmates.
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25. How strongly do I like:
To be known as one of the best-liked persons in my peer
group.
0 10 20 30 40
! ! ! ! 1
50 60 70 80
1 1 1 ,_L.
90 100 
1 1
NEITHER LIKE LIKE VERY
LIKE NOR MUCH
DISLIKE
26. How strongly do I like:
To be encouraged by my instructors to go on to professional 
school, graduate school, or other advanced training.
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27. How strongly do I like:
To have many friends in different groups.
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28. How strongly do I like:
To do well in some of the more difficult courses here.
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29. How strongly do I like:
To know that the instructor actually likes me as a person
0 10 20 30 40
! 1 1 1 1
50 60 70 
1 1 1
80
Î
90 100 
! 1
NEITHER 
LIKE NOR 
DISLIKE
LIKE LIKE VERY 
MUCH
30. How strongly do I like:
To come out near the top of the class on mid- term exams.
0 10 20 30 40 
! ! ! 1 !
50 60 70
1 ! 1
80
1
90 100
1 1
NEITHER 
LIKE NOR 
DISLIKE
LIKE LIKE VERY 
MUCH
31. How strongly do I like:
To have a sexual relationship that is satisfying.
0 10 20 30 40 
! ! ! ! !
50 60 70 80 
! ! 1 1
90 100 
1 1
NEITHER 
LIKE NOR
LIKE LIKE VERY 
MUCH
DISLIKE
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In this section, we want to know how strongly you expect certain 
things to happen. How strongly you expect something can be shown by 
putting an "X" somewhere along a line that runs from SURE IT WILL 
HAPPEN, at one end, to SURE IT WILL NOT HAPPEN, at the other end
0I 10_ _ L
20
SURE IT WILL 
NOT HAPPEN
30
I
— i_
40 50 60 70 80 90
I
100
I
EVEN CHANCE 
"FIFTY-FIFTY"
_LSURE IT 
WILL HAPPEN
When you are very sure something will happen, you can show this
by making an "X" toward the end that says SURE IT WILL HAPPEN. WHEN
you don't expect something will happen, you can show that by making an 
"X" toward the other end SURE IT WILL NOT HAPPEN. if you think the 
chances are about even, put an "X" somewhere toward the middle of the 
line. Your "X" can be anywhere along the line, depending on what you 
really expect.
Remember, in this section we are not asking about what you would
like to happen. Answer each question in terms of what you really
expect. We want you to be as realistic as possible. Each question 
should be answered by itself. Don't worry about how you have answered 
the others. There are no right or wrong answers.
1. How strongly do I expect :
To be well-liked by most of the people around here.
0 10 20 
! ! !
30 40 50 60 
1 1 1 1
70
1
80
1
90 100 
1 1
SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
How Strongly do I expect :
To be able to get my ideas across in class.
0 10 20
I ! 1
30 40 50 60
1 1 L__. . 1
70
____________L  ,
80
1
90 100 
1 1SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
3. How strongly do I expect:
To be asked to take part in many social activities.
10 20
_ L
30 40
_L
50
_ L
60 70 90 100
SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
4. How strongly do I expect:
To be in the top half of the class at graduation.
I 10I_L_
20
SURE IT WILL 
NOT HAPPEN
30 40
_1
50 60 70
EVEN CHANCE 
"FIFTY-FIFTY"
SO 90
J L
100
SURE IT 
WILL HAPPEN
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How strongly do I expect:
To be thought of as a best friend by several persons around 
here.
0 10 20 
1 1 I
30 40 50 60 
1 ! ! 1
70
I
80
1
90 100 
1 !SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
How strongly do I expect :
To get on the Dean's list during the year.
0 10 20 
i ! !
30 40 50 60
I ' l l
70
1
80
1
90 100
1 1SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
How strongly do I expect :
To have groups to show real pleasure when I join them.
0 10 20 
i 1 I
30 40 50 60 
1 1 1 1
70
1
80
1
90 100
1 1SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
How strongly do I expect :
To be able 
work.
to1 answer other students' questions; about school
0 10 20 
I Î Î
30 40 50 60
I 1 1 I
7011
80
1
90 100
1 1
SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
How strongly do I expect :
To be one of the most popular undergrads on campus.
0 10 20 
! ! !
30 40 50 60 
1 1 1 1
7011
8011
90 100 
1 1
SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
10. How strongly do I expect:
To be thought most likely to amount to something by my 
instructors.
0 10 20 30 40 50 60 70 80 90 100
1 I ! I ! I_ _ _ _ _ I_ _ _ _ I_ _ _ _ _ I- - - - - :- - - - LSURE IT WILL EVEN CHANCE ^URE IT
NOT HAPPEN "FIFTY-FIFTY" WILL HAPPEN
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11. How strongly do I expect:
To go out of my way to help others.
10 20 30 40 50
- i _______I______ I______ I_____ L
60 70
I
SURE IT WILL 
NOT HAPPEN
12. How Strongly do I expect;
EVEN CHANCE 
"FIFTY-FIFTY"
90
I
100
I
SURE IT 
WILL HAPPEN
To understand new material quickly in class.
I 10I 20 30I 40I 50I 60I 70I 80I 90I 100I
SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
13. How strongly do I expect:
To have friends want to do things with me during vacations
0 10
I
20 30
I
40
I
50I 60I 70I 80I 90I 100I
SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
14. How Strongly do I expect:
To be well-prepared for class discussion.
10__L 20I 30I 40I 50I 60I 70I 90 100SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
15. How strongly do I expect:
To get along well with most of the students.
10I 20I 30I 40I 50 60I 70I 80 90I 100I
SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT
WILL HAPPEN
16. How strongly do I expect:
To win a scholarship while in college.
10 20__L 30 40I 50 60SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
70 90 100
SURE IT 
WILL HAPPEN
17. How strongly do I expect:
To be in on the fun that goes on around here.
10
SURE IT WILL 
NOT HAPPEN
20
I
30
I
40
_L
50
1
60
I
70
EVEN CHANCE 
"FIFTY-FIFTY"
10 90 100
SURE IT
WILL HAPPEN
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18. How strongly do I expect:
To get at least a B average this year.
0 10 20 30 40 50 60 70 80 90 100
J  1_ _ _ _ _ 1_ _ _ _ _ I_ _ _ _ _ L  J _ _ _ _ _ L .  I I I !SURE IT WILL EVEN CHANCE SURE IT
NOT HAPPEN "FIFTY-FIFTY" WILL HAPPEN
19. How strongly do I expect:
To have other students enjoy having me around.
0 10 20 30 40 50 60 70 80 90 100
J - - - - - - 1_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ 1_ _ _ _ _ I I ISURE IT WILL EVEN CHANCE SURE IT
NOT HAPPEN "FIFTY-FIFTY" WILL HAPPEN
20. How strongly do I expect:
To be considered a bright student by my instructors.
0 10 20 30 40 50 60 70 80 90 100
J _ _ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ 1_ _ _ _ _ I_ _ _ _ _ I I ISURE IT WILL EVEN CHANCE SURE IT
NOT HAPPEN "FIFTY-FIFTY" WILL HAPPEN
21. How strongly do I expect:
To openly express my appreciation of others.
0 10 20 30 40 50 60 70 80 90 100
J ^ ^ ^ ^  I ^ ^ ^  I LSURE IT WILL EVEN CHANCE SURE IT
NOT HAPPEN "FIFTY-FIFTY" WILL HAPPEN
22. How strongly do I expect:
To have good enough grades to go on to graduate school if I 
want to.
0 10 20 30 40 50 60 70 80 90 100
1_ _ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I- - - - 1- - - - LSURE IT WILL EVEN CHANCE SURE IT
n o t  HAPPEN "FIFTY-FIFTY" WILL HAPPEN
23. How strongly do I expect:
To do things with the group just because I like being with 
them.
0 10 20 30 40 50 60 70 80 90 100
! ! I I I _ J _ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I- - - - 1- - - - LSURE IT WILL EVEN CHANCE SURE IT
n o t  HAPPEN "FIFTY-FIFTY" WILL HAPPEN
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24. How strongly do I expect :
To be thought of as a good students by my classmates.
0 10 20
.1.. ! !
30 40 50 60
1 ! I !
701 801
90 100
! !SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
25. How strongly do I expect :
To be known. as one of the best-liked persons in my class.
0 10 20 
1 1 1
30 40 50 60 
1 ! 1 1
70
1
80
i
90 100
! !SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
26. How Strongly do I expect :
To be encouraged by my instructors 
school.
to go on to graduate
0 10 20
1 1 1 .
30 40 50 60
1 1 i 1
7011
80
1
90 100 
1 1SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
27. How strongly do I expect:
To have many friends in different groups.
0 10 20 
! 1 1 ..
30 40 50 60 
1 1 1 1
70
i
8011
90 100
1 1
SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
28. How strongly do I expect :
To do well in some of the more difficult courses here.
0 10 20 
! ! !
30 40 50 60
! ! . 1 1
70
1
80
1
90 100 
1 !
SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
29. How strongly do I expect :
To know that the instructor actually likes me as a person
0 10 20 
! ! !
30 40 50 60 
! 1 ! 1
70
1 .
8011.
90 100 
1
SURE IT WILL 
NOT HAPPEN
EVEN CHANCE 
"FIFTY-FIFTY"
SURE IT 
WILL HAPPEN
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30. How strongly do I expect;
To come out near the top of the class on mid-term exams.
0 10 20 30 40 50 60 70 80 90 100
J _ _ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ LSURE IT WILL EVEN CHANCE SURE IT
NOT HAPPEN "FIFTY-FIFTY" WILL HAPPEN
31. How Strongly do I expect:
To have a sexual relationship that is satisfying.
0 10 20 30 40 50 60 70 80 90 100
J _ _ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ _ I_ _ _ _ LSURE IT WILL EVEN CHANCE SURE IT
n o t  HAPPEN "FIFTY-FIFTY" WILL HAPPEN
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APPENDIX G -- SOCIAL DESIRABILITY QUESTIONNAIRE
Part 7 ; In this section, we are interested in some general
information about you. Please circle "T" if you agree with
the following statement and "F" if you disagree with the
statement. Please choose the response that best fits you.
T F 1. I usually use good judgment.
T F 2. I tend to be a very nervous, irritable person.
T F 3. I am glad I grew up the way I did.
T F 4. I have never been really happy.
T F 5. Doing something that would benefit humanity
appeals to me.
T F 6. Sometimes I am afraid of my friends, although I
can't say why.
T F 7. I have never been an unusually weak or sickly
person.
T F 8. I am afraid to speak to a friend who has not
spoken to me first.
T F 9. I try to consider all sides of an issue before I
form an opinion.
T F 10. I am not living what I would consider to be the 
right kind of life.
T F 11. If someone gave me too much change, I would tell
him/her.
T F 12. I never bother to consider the results of any act
of mine before I do it.
I get along with people at parties quite well.
I did many very bad things as a child.
Before I do something, I try to figure out how it
will affect my friends and family.
I am never able to do things as well as I should.
17. I am careful to plan for my distant goals.
T F 13 .
T F 14 .
T F 15 .
T F 16 .
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T F 18. Most people won't believe the truth no matter how 
obvious it is.
T F 1 9 . 1  am one of the lucky people who could talk with 
my parents about my problems.
T F 20. My daily life includes many activities I dislike.
END OF QUESTIONNAIRE
Please remain in your seats until one of the 
experimenters indicates that you may go. The results of 
this experiment will be available in the library when it is 
completed. If you would like to be notified when the 
results are available, please put your name and mailing 
address on the sheet marked "Results" as you leave the 
experiment. If you have further questions or comments 
following the experiment, the experimenter will be 
available following the end of the session. Thank you for 
your participation in this experiment.
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APPENDIX H
Mean Comparison o f Age. Gender, and Risk Variables by Sample
V a ria b le  Number Standard 
o f Cases Mean Deviation
F 2 - t a i l  
Value Prob.
Pooled Variance estim ate j
t  Degrees o f 2 - t a i l  1 
Value Freedom Prob. j
AGE
MAIN 157 21.3567 5.994  
VALIDITY 82 21.2561 5.187
1 1
1.33 .149 j ,13 237 .898 j 
1 1
GENDER
MAIN 157 1.5732 .496 
VALIDITY 82 1,6220 .488
1.03 .878 -.7 2  237 .469
»
AIDSKNOW I 1 1 
MAIN 157 23.6051 1.085
1.21 333 ,73 237 .464 
VALIDITY 82 23.5000 .984 | | j
HIVRISK
MAIN 157 12.3248 5.634  
VALIDITY 82 12.4085 5.819
I I
1.07 .722 j - .1 1  237 .914 j 
1 1
PROBBEH 1 
MAIN 157 20.2803 8,135
1.16 .460
VALIDITY 82 19,2317 7,553
i
.97 237 .333 j
AIDSATT
MAIN 157 15,1146 4,571  
VALIDITY 82 14,5610 4.722
1 1 
1,07 .722 j ,88 237 .380
DISJUNCT
MAIN 157 477,2675 295,841 
VALIDITY 82 405,3415 262,120
1.27 .226 1.85 237 .065
1
SOCDESIR I 1 1 
MAIN 157 16,5478 2.695
1,18 ,404 -1,47 237 ,143 
VALIDITY 82 17,0732 2.478 | | 1
1 VAGINAL
MAIN 157 1,5478 1.611 
! VALIDITY 82 1 3659 1,528
1.11 ,600
j
.84 237 .400 }
CONDOM 1 1 i
1 09 .680 1 8 7  237 2 0 . 
VALIDITY 82 1.3780 1.630 | | I
LIFEPART 1 
MAIN 157 1,9045 1,244
1,04 .816
VALIDITY 82 1,9390 1,270 |
1 - - - - - - - - - - - - - - - - - - - - — !- - - - - - - - - - - - - —
-.2 0  237 .840 j 
1- - - - - - - -  1
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
1 1 0
APPENDIX H (continued)
Mean Comparison o f Aoe. Gender, and Risk Variables by Sample
V a ria b le Number Standard
o f Cases Mean Deviation I Value Prob. Value Freedom Prob.
FIRSTSEX
MAIN
VALIDITY
157
82
1.7197
1.7439
1.091
1.131
! 1.07 .694 -.1 6 237 .873
SEXTIME
MAIN
VALIDITY
157
82
1.8599  
1.9634
1.470
1.494
1 1.03 .847 - 5 1 237 .608
DRINKSEX
MAIN
VALIDITY
157
82
.7006
.8171
1.083
1.248
1 1.33 .132 -.7 5 237 .455
1 DRUGSEX 
j MAIN
j VALIDITY
157
82
1.0764
1.2805
1.065
1.092
! 1 05 785 -1.39 237 .165
2 - t a i l
Pooled Variance estim ate  
t
Notes; VAGINAL=Frequency o f Vaginal In tercourse. CONDOM=Frequency of Condom Usage. LIFEPART=
L ife tim e  Sexual Partners. FIRSTSEX=Age o f F irs t  Sexual Intercourse. SEXTIME=Time Between 
Meeting a Sexual Partner and F irs t  Sexual Contact. DRINKSEX=Frequency of Alcohol Use 
w ith  Sexual Contact. DRUGSEX=Frequency o f Drug Use w ith Sexual Contact.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
APPENDIX I
Frequencies o f the AIDS-Risk Items
1 1 1
Risk Cum
Value Label Value Frequency Percent Percent
NONE 0 110 46.0 46.0
ONCE 1 18 7 .5 53.6
2 -5  TIMES 2 39 16.3 69.9
6-10  TIMES 3 29 12.1 82.0
11 OR MORE TIMES 4 43 18.0 100.0
Total 239 100.0 100,0
Reported Frequency o f Performed Oral Intercourse in  the Past Month
Risk Cum
Value Label Value Frequency Percent Percent
NONE 0 150 62.8 62 8
ONCE 1 18 7.5 70 3
2-3  TIMES 2 43 18.0 88.3
4-6  TIMES 3 14 5.9 94 1
7 OR MORE TIMES 4 14 5 9 100 0
Total 239 100.0 100.0
Reported Frequency o f Oral Intercourse Received in  the Past Month
Risk Cum
Value Label Value Frequency Percent Percent
NONE 0 149 62 3 62 3
ONCE 1 30 12 6 74.9
2 -3  TIMES 2 27 11.3 86.2
4 -6  TIMES 3 20 8.4 94.6
7 OR MORE TIMES 4 13 5.4 100.0
Total 239 100.C 100.0
Reported Frequency o f Anal In tercourse in the Past Month
Ri sk Cum
Value Label Val ue Frequency Percent Percent
NONE 0 229 95 8 95.8
ONCE 1 4 1.7 97.5
2 -3  TIMES 2 5 2.1 99 6
4 -6  TIMES 3 1 .4 100.0
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Frequencies o f the AIDS-Risk Items
112
Frequency o f Report Condom Usage in  the Last Month
Value Label Value Frequency Percent
Cum
Percent
NO PARTNER 0 102 42.7 42J
EVERY TIME 1 39 16.3 59.0
OFTEN 2 22 9.2 68.2
SOMETIMES 3 12 5 .0 73.2
RARELY OR NEVER 4 64 26 8 100.0
Total 239 100.0 100.0
Reported Aqe o f F irs t  Sexual In tercourse
Cum
Age Frequency Percent Percent
Reported No Sexual In tercourse 39 16.3 16.3
6 1 .4 16.7
12 2 8 17.6
13 9 3.8 21.3
14 19 7 .9 29.3
15 27 11.3 40.6
16 41 17.2 57.7
17 44 18.4 76.2
18 36 15.1 912
19 13 5.4 96 7
20 5 2.1 98.7
21 3 1.3 100.0
Total 239 100.0 100.0
Reported Number o f Sexual Partners in  the Last; Year
Risk Cum
Value Label Val ue Frequency Percent Percent
NONE 0 61 25 5 25.5
1 ONLY 1 96 40.2 65.7
2-3  PARTNERS 2 53 22 2 87.9
4-5  PARTNERS 3 21 8.8 96.7
7 OR MORE PARTNERS 4 8 3.3 100.0
Total 239 100.0 100.0
Reported Number o f  L ife tim e  Sexual Partners
Cum
Value Label Value Frequency Percent Percent
NONE 0 39 16 3 16 3
1 ONLY 1 47 19.7 36 0
2 -5  PARTNERS 2 81 33 9 69 9
6-15 PARTNERS 3 39 16 3 86 2
16 OR MORE PARTNERS 4 33 13^ 100,0
Total 239 100.0 100 0
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APPENDIX I (continued)
Frequencies o f the AIDS-Risk Items
Value Label Val ue Frequency Percent
Cum
Percent
RELATIVE OR CLOSE FRIEND 0 14 5.9 5.9
A FRIEND 1 7 2.9 8.8
A CASUAL ACQUAINTANCE 2 30 12.6 21.3
SOMEONE YOU MET ONCE OR TWICE 3 12 5.0 26.4
NEVER KNOWN AIDS VICTIM 4 176 73.6 100.0
Total 239 100.0 100.0
'eraae Time Between Meetinq a Sexual Partner and F irs t Sexual Contac
Risk Cum
Value Label Val ue Frequency Percent Percent
NOT ACTIVE 0 42 17.6 17.5
MORE THAN 1 MONTH 1 85 35 6 53 1
1 WEEK TO 1 MONTH 2 30 12.6 65 7
2 DAYS TO 1 WEEK 3 20 8 .4 74.1
1 DAY 4 62 25 9 100,0
Total 239 100.0 100.0
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APPENDIX J
C o rre la tion s Between Problem Behavior Scale Items. AIDS-
Risk. AIDS A ttitud es  
Social D e s ira b il ity
Total Problem Behavior, and
HIVRISK AIDSATT PROBBEH SOCDESIR
PROBBEH .5615** 2222** 1.000b -.3313**
PBl .3728** .0513 .5543** -.1145
PB2 .2305** .2245** .6275** -.2787**
PB3 .3051** .0413 .5018** -.166 8*
PB4 .3290** .1989* .5034** -.1232
PB5 .4858** .1884* .6524** -.1471
PB6 .1425 .0650 .5184** - .2 4 6 9 **
PB7 .2033* .1857* .5621** - 2201"*
PB8 .3535** .0883 .6650** -.2 2 4 8 **
PB9 .2950** .1391 .4698** -.1970*
PBIO .3592** .0086 .6220** -.1742*
PBll .3434** .1652* .6733** -.2004»
PB12 2111** -.0615 3633** -.1393
PB13 .3591** .2637** .5835** - .2 1 7 1 **
PB14 .2159** .0369 .4337** -.0779
PB15 .2656** .0695 4402** -.1239
PBI6 .4714** .2834** 7213** - .2 9 2 2 **
PB17 .2992** .1785* .4124** -.2590**
*  - S ig n if . LE .05 * *  - S ig n if LE 01 (2 - ta ile d )
Notes: N = 158: HIVRISK=HIV Risk Measure. AIDSATT-
AIDS A ttitu d e  Measure. PROBBEH-Problem Behavior Measure. SOCOESIR=Social D e s ira b ility  Measure
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APPENDIX K
ORIG. FACTOR 1 FACTOR 2 FACTOR 3 FACTOR 4 FACTOR 5 FACTOR 6 FACTOR 7
S e lf -E f f .
AA7
AA13
AA18
AA3*
AAl*
SE
SE
SE
SCS
SE
,82358
,82090
.79588
.55193
,43700 .30018
-.37760
Interper.,
AA17
AA12
AA5
AA9*
AA15*
IB
IB
IB
SCS
scs
,39482 
.41274
.79051
,78010
,68702
.56769
.42176
S e lf Lab.
AA4
AA16
AAIO
SL
SI
SL
,83238
,79445
,78631
Per, Risk 
AA22
AA24
AA23
PR
PR
PR
.85444
.84144
74905
Soc. Norms 
AA2
AA14
AA8
PSN
PSN
PSN
86550
.73035
70670
Sex-Eff.
AA5
AAll
AA21*
SSE
SSE
ENJ
.80016
.78484
-.33480
Eniovment
AA19
AA20
ENJ
ENJ
.90315
,75612
Notes N = 158- O rig=O riginal Item Subscale, S E = 5 e lf-E ffic a c y , 5CS=Sexual Communication S k il ls ,  
IB =Interpersonal B a rrie rs , S L -S e lf Labeling, PR=Perceived Risk. PSN=Perceived Social Norms, SSE= 
Safe Sex E ffic a c y , & ENJ=Enjoyment Value 
*  - Items e lim inated  from the measure in  re p lic a tio n .
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APPENDIX L
Zero-Order C o rre la tion s Sample A
HIVRISK AIDSKNOW AIDSATT PROBBEH DISJUNCT AGE GENDER
HIVRISK 1.0000
P= .
.0509 
P= .263
.1865 
P= .009
.4927
P= .000
.0105 
P= ,448
.1382
P= .042
-.0824
P= .152
AIDSKNOW .0509 
P= ,263
1.0000
P= .
.0869 
P= .139
-.0495  
P= .268
-.0738  
P« .178
.0794 
P= .161
,1034 
P= 098
ARRMATT .1865 
P= .009
.0869 
P= .139
1.0000 
P= .
.2374 
P- .001
.0401 
P= .309
.1300 
P= .052
-.3541) 
P= .000
PROBBEH .4927 
P= .000
-.0495  
P= .268
.2374 
P= .001
1.0000 
P« .
-.0092  
P= .454
.0557 
P= .244
-.2896  
P= .000
DISJUNCT .0105 
P= .448
-.0738  
P= .178
.0401 
P» .309
-.0092  
P“ .454
1.0000 
P= .
-.0310  
P= .349
.1988 
P= .006
AGE .1382 
P= .042
.0794 
P= .161
.1300 
P= ,052
.0557 
P= .244
-.0310  
P= .349
1.0000
P- .
.0630 
P= .216
GENDER -.082 4  
P= .152
.1034 
P« .098
-.3541  
P« .000
-.2896
P= .000
.1988 
P= .006
.0630 
P- .216
1.0000 
P= .
SOCDESIR -.1281  
P= .054
.1192 
P= .068
-.2622  
P= ,000
-.2532  
P“ .001
-.2832
P= 000
-.0120  
P= .441
.0848 
P= 145
Notes: N=158: d f-156  ("  . " IS PRINTED IF A COEFFICIENT CANNOT BE COMPUTED)
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APPENDIX M
C o rre la tion s between AIDS-Risk Variables, Problem Behavior. AIDS-
AIDSRISK PROBBEH AIDSATT SOCDESIR
VAGINAL .5304 .1723 -.0164 .0056
P» .000 P= 008 P= .802 P= .931
ANAL .2199 ,0657 -.0172 -.0016
P= .001 P= .312 P= .792 P= .980
ORALGIVE . 3565 .1075 .0003 0718
P= .000 P= .097 P= .997 P= .269
ORALREC .3932 .1502 .0148 .1049
P= .000 P= .020 P= .820 P« .106
YEARPART .7687 .4167 -.0236 -.0913
P= .000 P= .000 P= .717 P» ,160
LIFEPART .8895 .5320 .1171 -.1347
P= 000 P= .000 P= .071 P= ,037
CONDOM .5068 .1469 .0411 -.1028
P= 000 P- 023 P- .528 P- .113
SEXTIME .8278 .5178 .1287 -.1979
P= .000 P= ,000 P= .047 P= 002
DRINKSEX .6747 .4772 .1093 -.2477
P= 000 P= .000 P= ,093 P= ,000
DRUGSEX .6435 ,5347 .0892 -.2827
P= .000 P= .000 P= .170 P= ,000
FIRSTSEX 7719 .4890 .0027 -,1488
P= .000 P= .000 P= .966 P= .021
is p rin ted  i t  a c o e ff ic ie n t  cannot be computed
Notes N = 239- VAGINAL=Frequency o f Reported Vaginal Intercourse  
in  the Past Month; ANAL=Frequency o f Reported Anal 
In tercourse in  the Past Month: ORALGIVE-Frequency of 
Reported Oral Sex Performed on Another Person in the Past 
Month: ORALREC=Frequency o f Oral Sex Received in  the Past 
Month- YEARPART=Number o f Reported Sexual Partners in  the  
Past Year LIFEPART=Number o f Reported Sexual Partners 
L ife tim e- CONDOM=Reported Frequency of Condom Use: SEXTIME= 
Time Between Meeting Partner to  Sexual Contact: DRINKSEX- 
Frequency o f Alcohol Use Combined With Sex: DRUGSEX- 
Frequency o f Drug Use Combined With Sex: FIRSTSEX=Age of 
F irs t  Sexual Intercourse
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APPENDIX N
C o rre la tio n s  between AIDS A ttitu d e  Items and AIDS-Rlsk. 
A tt itu d e  Score and the Jackson Social
AIDS
ITEM SCALE HIVRISK AIDSATT SOCDESIR
RR2 PSN .0820 .4558** .0326
RR4 SL -.3 8 4 5 ** -.0191 .3106**
RR5 SSE -.186 0* .1158 -.0843
RR6 IB .0249 .4749** -.1384
RR7 SE .2378** .4845** -.179 4*
RR8 PSN .1980* .4687** -.0643
RRIO SL -.4 9 4 5 ** -.0581 .3236**
RRll SSE -.1009 .1631* -.1322
RR12 IB .0175 .3890** - .2 5 0 3 **
RR13 SE .3378** .5706** - .2 2 2 0 **
RR14 PSN .1232 .4243** - .2 5 5 8 **
RR15 SL -.4 6 9 9 ** -.0600 2794**
RR17 IB .0081 .4286** -.1 9 8 2 *
RR18 SE .1195 .5304** -.1 8 6 8 *
RR19 ENJ .2981** .2857** -.1 7 5 7 *
RR20 ENJ ,2998** 2934** - 0500
RR22 PR .0874 .4132** -.0315
RR23 PR .1273 .4453** -.0338
RR24 PR -.0313 .2432** -.0557
AIDSATT TOTAL .0525 1.0000 -2 1 0 2 * *
Notes- N = 239: S E = S elf-E ffic ac y . IB=Interpersonal B a rrie rs . S L-S elf
Labeling, PR=Perceived Risk, PSN=Perceived Social Norms, SSE=Safe 
Sex E ffic a c y . & ENJ-Enjoyment Value.
* - S ig n if  LE .05 * *  - S ig n if . LE ,01 (2 - ta i le d )
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APPENDIX 0
Problem Behavior. Value Access D is iunction . and Social D e s ira b il ity  Measures
AGE GENDER HIVRISK AIDSKNOW AIDSATT 
(Revi sed)
PROBBEH DISJUNCT SOCDESIR
AGE 1.0000 
P- .
.0023 
P= .971
.2254
P= .000
.0834 
P= .199
.0718 
P= .269
.1036 
P= .110
-.0588  
P= .366 P=
0070
915
GENDER .0023 
P= .971
1.0000  
P= .
-.1295
P= .046
-.0019
P= 977
-.2147
P= 001
-.3165  
P= .000
1289 
P= .047 P='
1470
.023
HIVRISK .2254 
P= .000
-.1295  
P= .046
1.0000
p= .
.1185 
P= .057
5598
P= 000
.5494 
P» .000
-.0070  
P= .915 P='
1847
.004
AIDSKNOW .0834 
P« .199
-.0019  
P- .977
.1185 
P« .057
1.0000
p= .
.1171 
P= .071
.0130 
P= .841
-.0534  
P= .412 P='
0821
.206
AIDSAH  
(Revi sed)
.0718 
P= .269
-.2147  
P= .001
.5598 
P= .000
1171 
P= .071
1.0000
P- .
4613 
P= .000
-.0305
P= .639 P=
2787
.000
PROBBEH .1036 
P= .110
-.3165  
P= 000
.5494 
P= .000
.0130 
P- .841
4613 
P= ,000
1.0000
P= ,
.0158 
P= .808 P=
.3287
.000
DISJUNCT -.0588  
P= ,366
.1289 
P= .047
-.0070
P= .915
-.0534  
P= .412
-.0305  
P= .639
.0158 
P- .808
1.0000 
P= , P=-
.2970
000
SOCDESIR .0070 
P= 915
.1470 
P= .023
-.1847
P= 004
0821
P= 206
-.2787
P= .000
-,3287  
P= .000
-.2970
P= .000
1
P=
.0000
Notes : N = 239 :
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APPENDIX P
C o rre la tio n s  and S ign ifican ce Values Between Age, Gender. AIDS-Risk.
A ttitu d e Measure
AGE GENDER HIVRISK PROBBEH SOCDESIR
SELFEFF .0815 -.3226 .2534 .2813 -.2311
P= .209 P= .000 P= .000 P= .000 P= .000
SOCNORMS .1248 -.1191 .1622 .2349 -.1297
P= .054 P= .066 P= .012 P= .000 P= .045
SEIFLABL -.0155 -.0102 .4737 .3710 -.3412
P= .812 P= .876 P= 000 P= .000 P= .000
SEXEFF .0370 -.1250 .1693 .1032 .0620
P= .569 P= .054 P= .009 P- .112 P= .340
INTERPER -.1516 .1684 -.1077 -.1395 .2755
P= .019 P= .009 P- .097 P= .031 P= .000
ENJOYMNT .1464 -.3433 .3489 .3431 -.1260
P= .024 P= .000 P- 000 P= ,000 P= .052
PERRISK .0291 -.3025 .0533 .0955 -.0539
P= .654 P= .000 P= .412 P= .141 P= .407
Norms Subscale, S£LFLABL=Self-Labeling Subscale. SEXEFF= 
Safe-Sex E ffic a c y  Subscale. INTERPER=Interpersonal B arriers  
Subscale. ENJOYMNT=Enjoyment Subscale. PERRRISK=Perceived 
Risk Subscale,
N«239
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APPENDIX Q
Means Comparison by Gender fo r Age and R isk-Related Variab les
V a ria b le  Number Standard 
o f  Cases Mean Deviation
F 2 - ta i l  
Value Prob.
Pooled Variance estim ate
t  Degrees o f 2 - t a i l  
Value Freedom Prob.
AGE i 
MALES 98 21.3061 4.885
1.64 .010*
FEMALES 141 21.3333 6.250 \
- .0 4  233.69 .970
AIDSKNOW
MALES 98 23.5714 .873 
FEMALES 141 23.5574 1.161
1.77 .003* .03 235.47 .975
HIVRISK
MALES 98 13.2347 5.938 
FEMALES 141 11.7411 5.442
1.19 .344 2.01 237 .046
PROBBEH 1 
MALES 98 22.9286 8.073
1.27 .193
FEMALES 141 17.8298 7.160 |
5.14 237 .000
I AIDSATT 1 
MALES 98 16.1122 4.291
1.19 .366
FEMALES 141 14.0993 4.677 |
3.38 237 .001
[ DISJUNCT 1 
MALES 98 408.4388 259.451
1.34 .123 -2 .00  237 .047 
FEMALES 141 483.2766 300.523 | |
SOCDESIR
MALES 98 16.2653 2.227 
FEMALES 141 17.0496 2.839
1
1.63 .011* I -2 .39  233.49 .018
VAGINAL
MALES 98 1.4286 1.662 
FEMALES 141 1.5248 1.529
1
1.18 .363
1
-.4 6  237 .645
1
CONDOM
MALES 98 1.4082 1.611 
FEMALES 141 1.6809 1.721
1
1.14 .489 I -1 .24  237 .217
MALES
FEMALES
98
141
2.0816
1.8014
1.337
1.178
1.29 .172 1.71 237 .089
FIRSTSEX
MALES
FEMALES
98
141
1.7959
1.6809
1 1 0 3
1.104
1.00 .998 .79 237 .429
Notes: *  - S ig n if ic a n t F value ind icates  separate variance es timates
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APPENDIX Q (continued)
Means Comparison by Gender fo r Age and R isk-Related Variables
V a r ia b le  Number Standard 
o f Cases Mean Deviation
I Pooled Variance estim ate |
F 2 - t a i l  ! t  Degrees o f 2 - t a i l  ! 
Value Prob. | Value Freedom Prob. |
SEXTIME
MALES 98 2.1735 1.547 
FEMALES 141 1.7021 1.398
1 I
1 .22 .272 ! 2 .45 237 .015
1 1
DRINKSEX
MALES 98 ,9388 1,267 
FEMALES 141 ,6028 1,027
1 1 
1.52 .023* ! 2.17 179.92 .031
< i
DRUGSEX
MALES 98 1.2347 1.110 
FEMALES 141 1.0851 1.052
1 1 
1.11 .556 j 1.06 237 .292 !
1 i
1 1 .... ....... L
Notes : N
VAGINAL=Frequency o f Vaginal In tercourse, CONDO(i=Frequency o f Condom Usage. LIFEPART= 
L ife tim e  Sexual Partners, FIRSTSEX=Age o f F irs t  Sexual In tercourse. SEXTIME=Tirae Between 
Meeting a Sexual Partner and F irs t  Sexual Contact, DRINKSEX^Frequency o f Alcohol Use 
w ith  Sexual Contact, DRUGSEX=Frequency o f Drug Use w ith Sexual Contact.
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